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PREFACE 


This  book  is  written  as  a  companion  to  the  author's  Manual 
of  Gynecology.  It  also  presents,  as  far  as  possible  on  the 
printed  page,  the  methods  of  teaching  the  subject  he  has 
used  with  satisfaction  for  the  last  twenty  years.  Throughout 
the  book  an  effort  has  been  made  to  present  the  subject  clearly 
and  concisely,  and  to  avoid  all  unprofitable  discussion.  The 
methods  of  treatment  and  technic  of  operations  advocated 
have  all  been  tested  in  practice  and  have  given  satisfactory 
results. 

The  scope  of  the  book  has  been  rather  sharply  limited. 
A  minimum  of  embryology  has  been  included.  Diseases  of 
the  newborn  child  are  included  oiriy  in  so  far  as  they  occur 
during  the  puerperium.  The  chapters  on  lacerations  of  the 
birth-canal  and  consequences  of  childbirth,  while  differing 
somewhat  in  scope,  are  necessarily  very  similar  to  the  same 
chapters  in  the  Manual  of  Gynecology. 

A  new  classification  of  deformities  of  the  pelvis  is  presented, 
classifying  them  according  to  their  most  prominent  deformity. 
This  method  has  been  found  easier  for  the  student  to  remember, 
and  simplifies  the  discussion  of  their  management. 

Especial  care  has  been  given  to  the  description  of  the 
mechanism  of  labor,  with  a  view  to  simplifying  this,  to  the 
student,  most  puzzling  subject.  The  illustrations  in  this 
chapter  have  been  chosen  with  the  idea  of  enabling  him  to 
visualize  the  different  presentations,  a  thing  most  essential 
in  the  proper  application  of  forceps. 

The  longest  chapter  is  that  on  the  obstetric  operations. 
Especial  care  has  been  given  to  a  somewhat  extensive  descrip- 
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tion  of  that  most  dangerous  of  all  obstetric  instruments,  the 
forceps.  The  different  operations  are  all  detailed,  with  indi- 
cations, contra-indications  and  the  steps  of  their  performance. 

The  entire  subject  of  obstetric  hemorrhage  is  to  be  found 
in  one  chapter,  with  precise  directions  as  to  management. 

This  book,  like  the  Manual  of  Gynecology,  is  presented  with 
the  hope  that  it  will  be  found  useful  by  both  medical  student 
and  practitioner,  whose  time  for  voluminous  reading  is  limited. 

John  Cooke  Hirst. 

i8a3  Pink  Strbkt. 
Philadelphia,  Pa., 
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CHAPTER  I 


ANATOMY    OF    THE    PELVIS    AND    GENERATIVE 
ORGANS-    CONGENITAL  ANOMALIES  OF  THE 

UTERUS 

THE  PELVIS 

The  pelvis  is  the  bony  ring  through  which  the  weight  of 
the  body  is  transmitted  to  the  lower  extremities.     It  is  com- 
posed of  four  bones — the  two  innominate  bones,  the  sacrum 
and  the  coccyx.    The  two  innominate  bones  are  joined  to  the 
sacnim  posteriorly,  and  at  the  symphysis  pubis  anteriorly. 
f  The  joints  are  very  strong,  but  the  sacro-iliac  joints  possess 
I  *  certain  degree  of  motion,  which  is  of  importance  in  labor. 
f   The  anatomy  of  the  pelvis  need  be  considered  here  from  the 
I   obstetric  p>oint  of  view  only.    The  female  pelvis  differs  mark- 
I    cdly  from   the  male,  being  of  importance   in   childbearing. 
.'    It  is  of  greater  breadth,  of  less  depth,  the  pelvic  inlet  is  larger, 
and  the  pelvic  arch  much  wider  and  lower. 

The  pelvis  is  divided  into  two  portions  called  the  false 
and  the  true  pelvis. 

The  false  pelvis  is  that  portion  lying  above  the  promontory 
of  the  sacrum,  the  top  of  the  symphysis  and  the  ileopectineal 
line.  It  is  bounded  by  the  lumbar  vertebrae,  the  iliac  fossae, 
and  the  lower  portion  of  the  anterior  abdominal  wall.  It  is 
of  little  importance  from  an  obstetric  standpoint. 

The  true  pelvis  is  that  portion  of^the  pelvis  lying  belov/  the 
ileopectineal  line,  or  the  linea  terminalisj  as  it  is  called  by 
some  authors.    It  is  the  portion  directly  conceited  \tv  cKild- 
bearing.    Its  cavity  may  be  described  as  an  obWqud^  Vcwtv- 
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cated,  slightly  cur\'ed  cylinder.  This  rlescription 
strictly  accurate,  as  the  pelvic  canal  is  of  different  shapes 
different  levels,  and  it  should  be  studied  at  typical  po 
to  gain  a  correct  idea  of  its  size  and  shape. 

Pelvic  Planes,  Their  Shapes  and  Measurements 


idled  ordinarily  are; 


(i)  The  plane  of  Ike  itUet,  or  superior  slraif; 

(a)  The  plane  of  greatest  expansion,  or  pelvic  expansion 

(3)  T^iG  plane  of  greatest  contraction,  or  pelvic  contraclioK,  i 

(4)  The  plane  of  Ike  oiUlet,  or  inferior  strait. 
The  plane  of  the  inlet  or  superior  strait  is  bounded  by  tl 

promontory  of  the  sacrum,  the  ileopeclineal  line,  and  the  to 
0/  the  symphysis  pubis.     Its  shape  Is  cot&lot'ci,  vW  ^^wma 


~1 

;  expansteim 
ontraclioK,  M 


THE    PELVIS  ig 

r  jutting  forward,  forming  two  bays  on  either  side  for  the 
I  of  the  large  vessels  and  Oerves,  where  they  are 
rded  from  injury  during  labor.  Its  measurements  are; 
transverse  diameter  13.5  cm.,  measured  at  right  angles  to 
the  conjugate,  representing  the  greatest  width;  Iwo  oblique 
diameters  of  i3-7S  cm.  each,  measured  from  one  sacro-iliac 
junction  to  the  ileopectineal  eminence  on  the  opposite  side; 
and  an  ankroposlerior  diameter,  the  so-called  true  conjugate, 
of  II  cm.,  measured  from  the  promontory  of  the  sacrum  to 
the  tniddSe  of  the  internal  surface  of  the  symphysis  ]/^  inch 
beiow  its  upper  edge. 

The  plane  of  the  greatest  expansion  is  bounded  by  a  line 
passing  through  the  middle  of  the  symphysis,  the  tops  of  the 
acetabula  and  between  the  second  and  third  pieces  of  the 
sacrum.  Its  s}uipe  h 
almost  circular,  its  an- 
teroposterior diameter 
being  slightly  longer. 
Its  measurements  are:  an 
-I 'ifrro^oj/fTjor  diameter  of 
I  i.75  cm.  and  a  transverse 
diameter  of  12.50  cm. 
both  representing  the 
longest  distance  in  either 
direction.  On  account  of 
the  sacrosciatic  notches, 
il  is  not  possible  to  take 
^■oblique  diameter. 

^Khe  plane  of  the  greatest  contraction  is  bounded  by  a  line 
^Hsing  through  the  bottom  of  the  symphysis,  the  spines  of 
lEe  ischium,  and  the  third  and  fourth  pieces  of  the  sacrum. 
Its  shcpe  iseltip/ical.  being  i  cm.  longer  an teroposteriorly  than 
laterally,  and  its  measurements  are:  an  anteroposterior  diame- 
11.50  cm.,  and  a  transverse  diameter  of  10.50  cm. 
Sie  plane  of  the  outlet,  ur  inferior  strait,  is  bounied  >a>j  ^ 
I  duougb  the  tip  of  the  coccyx,  ihe  lubwoaXMS.  (i^, 
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the  ischia  and  the  lower  margin  of  the  pubic  arch.  I'i 
shape  is  cordiform,  due  to  the  projection  forward  of  the  lip  oi 
the  coccyx.  Its  measurements  are:  a  transverse  diameter  ci 
II  cm.  and  an  afileropaslerior  diameter  oi  g.5  cm.  This  last 
is  not  a.  constant  figure,  as  in  labor  the  coccyx  normally  swinu" 
]}ack  as  the  child's  head  passes  over  it,  making  the  acluni 
anteroposterior  diameter  extend  from  the  tip  o£  the  sacrum, 
a  distance  of  1 1  cm. 

Pelvic  direction  means  the  direction  or  course  of  the 
pelvic  canal.  This  can  be  expressed  by  a  line  drawn  par- 
allel to  the  curve  of  the  sacrum,  and  equidistant  at  all 
points  from  the  pelvic  walls.  This  definition  is  not  math- 
ematically accurate,  but  is  approximately  so.  The  oW 
formula  expressing  the  direction  of  the  pelvic  canal,  knowi; 
as  the  "curve  of  Carus,"  is  very  complicated  and  also 
inaccurate. 

Pelvic  Inclinatioii. — By  this  term  is  understood  the  angle 
which  the  planes  of  the  superior  and  inferior  straits  form  with 
the  horizon.  In  the  normal  pelvis,  with  the  woman  in  the 
erect  posture,  the  promontory  of  the  sacrum  is  about  10  cm. 
higher  than  the  upper  edge  of  the  symphysis.  The  normal 
inclination  can  be  approximated  by  holding  a  pelvis  in  such  .■ 
way  that  the  anterior  superior  spines  of  the  ilium  and  tii-. 
spines  of  ihe  iscluum  are  in  the  same  vertical  plane.  Thi. 
inclination  of  Ihe  inlet  is  ordinarily  55  degrees,  and  that  "t 
the  outlet  10  degrees. 

The  conjugato-symphyseal  angle  is  the  angle  formed  li> 
the  axis  of  the  symphysis  and  the  hne  representing  the  Irui 
conjugate.     It  is  normally  105  degrees. 

The  pelvic  ligaments  are  not  of  great  interest,  excejji 
the  obturator  membranes  and  the  sacrosciatic  ligaments. 
The  obturator  memliranes  close  the  obturalor  foramina,  and 
the  sacrosciatic  ligaments,  closing  the  large  sacrosciatic 
notches  posteriorly,  receive  pressure  from  the  long  dtam- 
elers  of  the  child's  head  in  labor,  and  assist  in  directing  the 
•jitingpart  iorw&rd  under  the  sytftphy«5. 
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Muscles. — The  pelvic  cavity  is  greatly  encroached 
upon  by  the  iliopsoas,  obturator  intemus  and  pyriformis 
-  muscles.  They  act  as  cushions  during  labor,  being  gradually 
flattened  out  and  thus  protecting  the  child  from  injury.  The 
transverse  diameter  of  the  pelvis,  with  the  muscles  in  situ,  is 
8  cm.,  instead  of  13.5  in  the  dried  specimen. 

Pelvic  floor  is  composed  chiefly  of  the  levator  ani,  the  trans- 
versus  perinei,  superficial  and  deep,  the  bulbocavernosus,  the 
anterior  and  posterior  triangular  ligaments,  the  coccygeus 
and  the  sphincter  ani  muscles.  The  levator  ani  is  far  the 
most  important.  It  consists  of  two  halves,  passing  back 
from  the  anterior  pelvic  wall  and  encircling  the  vagina  and 
rectum.  It  is  a  muscular  band  as  broad  as  the  first  two 
joints  of  the  index-finger,  and  is  the  chief  support  of  the  rectum 
and  posterior  vaginal  wall. 

The  deep  transversus  perinei  muscle  is  that  portion  of  the 
levator  ani  which  has  a  separate  sheath  and  is  inserted  in  the 
I>erineal  body  in  the  middle  line.  It  lies  between  the  superfi- 
cial and  deep  perineal  fascias,  or  triangular  ligament.     1  he 

t  ..^Ulterior  triangular  ligament  is  an  extension  of  Colics'  fascia. 

^   The  bulbocavernosus  lies  in  the  labium  ma  jus,  keeps   the 
labia  in  app>osition,  and  prevents  gaping  of  the  vulva. 

DEVELOPMENT  OF  THE  FEMALE  SEXUAL  ORGANS 

The  development  of  the  genito-urinary  system  up  to  a  certain 
point  follows  the  same  course  in  both  sexes.  It  is  developed 
from  the  Wolffian  body,  the  Wolffian  duct  and  the  jVIiillerian 
ducts.  In  the  female  the  Wolffian  duct  atrophies  and  the 
Miillerian  ducts  form  uterus,  tubes  and  vagina,  the  ovary 
being  developed  from  the  Wolffian  body.  The  remains  of 
the  Wolffian  duct  are  found  in  the  ducts  of  Gartner,  in  the 
anterior  vaginal  wall.  The  anterior  portions  of  the  Miillerian 
ducts  coalesce  to  form  the  tubes  and  the  upper  portion  of  the 
uterine  body.  The  posterior  portions  of  the  ducts  unite  to 
form  the  lower  part  oi  the  uterine  body,  the  cervix,  ^ivd  \.\\^ 
vagina. 
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The  female  genitalia  are  divided  into  (i)  external  an< 
internal  organs.  The  externa!  organs  are:  (i)  Mens  veB 
(i)  the  labia  majora  and  minora,  (3)  the  clitoris,  (4)  hyi 
(s)  the  vagina,  which  may  be  properly  included  under 
head.  The  internal  organs  are  (i)  the  uterus,  {2) 
Fallopian  tubes,  (3)  the  ovaries.  The  toUowbug  is  a 
description  of  these  organs. 


The  mons  veneris  is  the  name  given  to  the  fatty 
resting  upon  the  anterior  surface  of  the  symphysis,  cov< 
in  the  adult,  with  a  more  or  less  profuse  growth  of  hair. 
the  female  the  area  covered  by  the  hair  is  triangular,  its ! 
corresponding  to  the  upper  edge  of  the  symphysis. 

The  vulva  is  the  name  given  to  the  structures  lying  ben 

ihe  mons  veneris.     Us  direction  is  usually  horizontal,  « 

the  woman  is  erect.     It  varies  greatly  in  appearance,  depi 

}j^  particularly  upon  whether  or  not  the  woman  has  b 

cMdrea. 
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!  labia  majora  are  two  elongated,  rounded  masses  of 
t  tissue  covered  by  skin  extending  down  on  either  side  of 
rulva.  They  are  usually  7  to  8  cm.  in  length,  2  to  3  cm, 
B  and  I  to  1.5  cm.  thick,  becoming  narrower  and  thinner 
Bieir  lower  ex  Ire  mi  lies.  They  vary  in  appearance,  depend- 
iupoD  the  amount  of  subcutaneous  fat.  In  virgins  and 
Qiparous  women  they  are  in  close  approximation,  while 
'in  women  who  have  borne  children,  they  frequently  gape 
%v-idely.     They  are  analogous  to  the  scrotum  in  the  male. 

The  labia  minora  are  two  narrow,  triangular  folds  of  tissue, 
seen  between  the  upper  part  of  the  labia  majora,  when  these  are 
separated.  They  converge  anteriorly,  surrounding  the  clitoris, 
while  posteriorly  they  merge  gradually  into  the  labia  majora. 
The  cUtoris  is  analogous  to  the  penis  in  the  male,  but  differs 
in  having  no  corpus  spongiosum  and  no  urethra.  It  consists 
of  a  glans,  a  corpus  and  two  crura,  and  is  rarely  more  than  2 
cm.  long.  Its  glans  is  enclosed  by  the  upper  portion  of  the 
two  labia  minora. 

The  vestibule  is  the  almond-shaped  area  extending  from 
the  clitoris  to  the  fourchet,  bounded  laterally  by  the  labia 
minora.  The  portion  between  the  fourchet  and  the  vaginal 
opening  is  called  the  fossa  navicularis,  and  is  usually  obliter- 
ated by  childbirth. 

■  The  vulvovaginal  glands,  or  BarOioUn's  glands  are  two 
compound  racemose  glands,  about  the  size  of  a  small  bean. 
They  are  situated  under  the  constrictor  vagina,  behind  the 
tower  portion  of  the  labia  majora.  Their  ducts,  2  cm.  long, 
open  on  the  sides  of  the  vestibule,  just  outside  of  the  vaginal 
opening.  They  are  a  frequent  lurking  place  of  gonorrhea. 
They  are  sometimes  called  the  glands  of  Duverney,  who  first 

tibcd  them  in  the  cow. 
e  hjnnen  is  the  membranous  structure  which  more  or 
completely  occludes  the  vaginal  opening.  It  presents 
,ed  differences  of  shape  and  thictoiess.  The  most  com- 
mon shape  of  the  hymeneal  opening  is  crescenUc  qt  clitviW. 
7"Ac  most  important  of  the  other  forms  aie  tlie  sep^Xft, ''Ibr  j 
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cribriform  and  the  fimbriated  hymen.  It  is  usually  ruptured 
at  the  first  coitus,  the  ruptures  being  multiple  and  most  often 
in  the  posterior  portion,  It  is  usually  destroyed  by  chilii- 
birth,  the  atrophied  remains  being  known  as  myrltform  cot- 
uncles.  Very  rarely  it  is  imperforate.  It  may  also  persist 
unruptured  after  coitus  or  even  childbirth. 

The  vagina  is  a  musculonj^mbra- 
nous  canal  extending  from  the  vulva 
to  the  uterus.  It  runs  through  the 
l>eK'ic  floor,  and  its  walls  are  nor- 
mally in  close  apposition.  A  cros*- 
M-'Ctiim  of  the  vagina  resembles  the 
letter  H.  The  vagina  is  about  8  cm. 
long  anteriorly  and  lo  era.  Ion;: 
posteriorly.  The  shape  of  the  an- 
terior and  posterior  walls  is  tri- 
angular, the  canal  being  broadest 
near  the  cervix.  A  prominent  longi- 
tudinal ridge  projects  from  both  the 
anterior  and  posterior  walls,  known 
as  the  anterior  and  posterior  vaginal 
columns.  From  this  ridge,  in  women 
Fig.  4-— Section iltustrnimg  ^vho  have  not  borne  children,  extend 

I     Ihe  characteristic  form  of  the  -   ,,        , 

vaginal  deft:  Ua.  Urethra;  numerous    transverse    folds,  known 

Va.  vagina;  L.  levator  ani;  ^     rug^_     Thcse     disappear     after 

repeated  childbirth,  and  the  vaginal 

walls  are  then  frequently  smooth.     The  vagina  is  lined  by  a 

mucosa  composed  of  numerous  layers  of  stratified  squamous 

epithelium.     The  vaginal  mucosa  contains  no  glands.     In  the 

embryo  the  vagina  is  composed  of  a  solid  mass  of  polygonal 

cells.    The  vaginal  lumen  is  formed  about  the  third  month 

of  fetal  life,  by  the  degeneration  of  these  cells. 

The  Uterus 

The  uterus  is  a  hollow  muscular  organ,  partially  covered 

m'lA  peritoneum.     It  lies  in  the  peWis,  \>fcV'««fcr\  \.Vt  ViV*.dd« 
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and  the  rectum.  Its  axis  is  approximately  at  right  angles  to 
ihe  vagina.  It  is  pear-shaped,  slightly  flattened  antero- 
[joiiieriorly,  and  consists  of  a  body  and  a  neck  or  cervix.  The 
uterus,  in  the  adult  female  is  about  two  and  one-half  inches 
long  and  weighs  about  two  ounces.  The  uterus  is  composed 
of  an  inner  epithelial  layer,  a  middle  muscular  layer  and,  in  its 
upper  two-thirds  an  outer  or  peritoneal  layer.  The  inner 
layer,  which  lines  the  cavity,  is  called  the  endometrium.     It 


Vw..   S- — Diagram 


(Kelly  after  CutUn 


;-  :i  ihin  velvety  membrane,  i  to  2  mm.  in  thickness,  composed 
'T  a  surface  epithelium,  a  stroma  of  short  spindle-cells,  and 
-mall  tubular  glands,  lined  by  columnar  epithelium.  The 
-urface  epithelium  is  a  single  layer  of  ciliated  columnar 
epithelial  cells.  The  stroma  contains  numerous  blood  and 
lymph  channels.  In  the  cervix  are  seen  numerous  ridges  of 
inucous  membrane,  radiating  from  a  central  ridge,  the  figure 
"  ing  known  as  ihc  arbor  viia  or  plira:  pahnain. 
Tiw  uterine  muscle,  or  Ihe  myomeltiunt,  is  co<(&.^0»di 
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bundles  of  non-striated  muscle  fibers,  united  by  connective 
tissue  containing  many  elastic  fibers.  The  arrangement  of 
these  bundles  is  still  a  matter  of  dispute.  The  uterine  blood- 
vessels are  very  numerous,  and  pierce  the  uterine  wall 
directions. 

The  ligaments  of  the  uterus  are  ten  in  number,  \'iz.:  .< 
broad,  i  round,  2  uterosacral,  1  uterovesical  and  i  cardinal. 


LS  and  ovaries:  O.  A., 
'.  branch  to  the  lube;  (.  e.  c.  branches  to 
ion  o(  main  trunk;  e.  branch  to  the  comu;  V.A.. 
runk;/.  bifurcation;  g.  vaginal  branches ;  h.  vaginal 
brttnch  from  the  cervical  artery.      (Hyrll.) 

In  the  bases  of  the  broad  ligaments  are  two  bands  of  dense 
connective  tissue  which  are  regarded  as  ligaments  of  the 
uterus — the  cardinal  Hgaments.  They  are  attached  to  the 
supravaginal  portion  of  the  cervix.  The  uterine  ligaments 
are  partly  suspensory  and  partlj-  act  as  guy  ropes, 
Tbe  blood-vessels  of  the  uterus  arc  \he  \iteT\Rfc  and  ova- 
l^^n  arteries,  which  anastomose  ar\<l  send  numetoMSiVt^^^Xa 
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the  uterus.  There  is  quite  free  communication  between  the 
vessels  on  the  two  sides  of  the  uterus.  The  veins  form  a  large 
plexus  around  each  uterine  artery,  form  the  ulurine  veins  and 
i.-mf>tj-  into  the  hv"pogastric.  The  return  blood  from  the  ovary 
:i.nd  upper  part  of  the  broad  ligamenl,  is  collected  by  veins 
ivhich  form  a  large  plexus — the  pampiniform  plexus.  The 
vessels  from  this  form  the  ovarian  veins  and  the  ovarian  veins 
empty  the  kfl  mlo  the  renal   the  right  mto  the  \em  cavi 


difFprence  in  ihp  antrrlor  and  post' 


The  Lymphatics  of  the  Dtenis, — The  lymphatics  of  the 
uterus  terminate  in  different  glands.  Those  from  the  cervix 
empty  into  the  hypogastric  glands;  those  from  the  uterus  into 
the  deep  lumbar  glands,  situated  in  front  of  the  aorta,  about 
the  level  of  the  kidney. 

The  aerves  of  the  uterus  are  derived  partly  from  the  third 
.!jd  fourth  sacral  nerves,  but  chiefly  from  the  sympathetic 
•>  ^tem. 

The  Fallopian  Tubes 

The  FaUopiaa  tubes  are  two  convoluted  m\i&cu\a.T  ta.i«is 
tneadiag  from  the  uterine  cornua  through  t\\e  upp«  '^l 
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of  the  broad  ligaments.  They  are  12  to  14.  cm.  long,  thr 
left  beiD^  slightly  the  longer.  They  are  diWded  into  iht 
Hterine  portion,  extending  from  the  cornu  to  the  upper  anglf 
of  the  uterine  cavity;  the  islAmus,  the  narrow  portion  of  the 
tube  adjoining  the  uterus;  the  ampuUa,  or  wider  portion  of 
the  tube,  and  the  fimbriaUd  extremUy  or  abdominal  opening. 
These  funbris-  are  exuberant  fold:^  of  the  lining  mucous  mem- 
brane, and  one  of  them — the  o\-arian  fimbria — extends  nearlj' 
or  qtiite  lo  the  ovarj'. 

The  tube  is  composed  ol  an  inner  mucous,  a  middle  muscular 
L  knd  an  outer  p^ioneal  layer.  The  lining  mucous  membraBr 
I  fe  compose*)  (if  a  single  lawr  of  high  columnar  ciliated  eel!?. 


I**^  ••— Dfa«nu»  of  lbs  t«b*. 


t  wpoB  a  thin  basement  membnuac    There  b  no  suU 
The  mucoG*  »  amn^  ia  folds  which  T.^r>   from 
imple  wnag=iMst  neu-  the  uterus  to  an 
,    .  -■  oMBpfcx  ooe  ntai  the  rfidoinmal  end.     Thr 

■J>*  tomtrd  ibe  uterine  «x-hy. 
mawL"^^'*' '^^  **  f»»»P«*J^lTOUvws<rf(K»-stria!. 
ol^'*"""*'^''*^^*^*0'^'«fl»git«diBaIooe.     Sonu 

wai^rtS^^^**'  ""**  **^  *^  w«»w  end.  which 
*"«*•  boaite.  to  tfcewip^  ,fcick  .amits  a  fim  probe. 


^■^  Vi««  HMW  «  art 


£^iUy  da  I 
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ba  of  the  broad  ligament,  and  attached  to  the  ligament  by 
tke  mesavarium.  The  ovary  is  of  a  mother-of-pearl  color, 
5  cm.  long,  3  cm.  broad  and  1.5  cm.  thick,  weighing  about 
8  gnms.  The  hUum  of  the  ovary  i^  that  portion  of  the  margin 
to  which  is  attached  the  mcsovarium. 

The  external  ^ypearance  of  the  ovary  varies  with  the  age 
of  the  woman.  In  young  women  its  surface  resembles  mother- 
of-pearl,  through  which  show  a  number  of  small  vesicles — 
the  graafian  follicles.  In  older  women  the  ovary  is  rough  and 
cnnigated,  and  it  atrophies  rapidly  after  the  menopause. 
The  ovary  is  divided  into  the  meduUa  or  central  portion, 
which  contains  the  blood-vessels,  and  the  cortex,  which  con- 
tains the  mature  and  immature  follicles. 

An  ordinary  graafian  follicle  is  simply  a  connective-tissue 
^>ace  in  the  cortex,  containing  a  highly  specialized  cell — the 
OMirn  —and  surrounded  by  a  wreath  of  capillary  blood-vessels. 
A  mature  graafian  follicle  consists  of  a  connective-tissue 
covering — the  theca  follicidi;  an  epithelial  lining — -the  mcm- 
brana  granulosa;  the  liquor  folliculi  and  the  ovum.  The 
ripening  of  the  graafian  follicle  will  be  discussed  in  the  next 
chapter. 

The  Corpus  Luteum. — The  ripe  follicle  ruptures  through 
the  stigma,  which  is  a  necrotic  spot  in  the  follicular  wall,  at 
its  most  prominent  part,  usually  opposite  the  ovum.  The 
o\Tim,  the  discus  proligerus  (the  heaped-up  portion  of  the 
membrana  granulosa,  in  which  the  ovum  is  embedded)  and 
the  liquor  folliculi  are  discharged.  The  walls  of  the  follicle 
collapse  into  folds,  like  a  fan,  and  the  point  of  rupture  heals 
rapidly.  The  cavity,  due  to  the  activity  of  the  lutein  cells  or 
iibroblasts,  is  filled  in  with  connective  tissue  rich  in  blood- 
vessels. This  structure  is  known  as  the  corpus  luteum.  The 
connective  tissue  is  gradually  absorbed,  till  about  a  monili 
after  the  rupture  of  the  follicle  nothing  is  left  but  a  small  s(  iir 
on  the  surface  of  the  ovary.  The  corpus  luteum  of  pregnancy 
is  simply  an  exaggeration  of  the  corpus  luteum  of  menstrua- 
lion.    Ir  75  jijuch  larger,  occupying  sometimes  owe-vVuxA.  ol 


I 

I 
I 


30 


'   PELVIS    AXD   CENERATI\'E    OKUANS 


the  ovary,  and  lasts  to  some  extent  throughout  the  entiit 
pregnancy,  being  largest  at  the  third  month. 

The  blood-supply  of  the  ovary  is  derived  chiefly  from  ihi 
ovarian  artery. 

THE  CONGENITAL  ANOMALIES  OF  THE  UTERUS 
The  uterus,  as  lias  been  said,  develops  from  the  perfeci 
fusion  of  the  two  Miillerian  ducts.  Sometimes  these  duel- 
fail  to  unite,  and  from  this  failure  result  the  various  form*  ol 
congenita!  deformities  of  the  uterus.  They  vary  from  almo^i 
complete  absence  of  the  uterus  to  the  actual  duplication  'jI 
ihe  uterus  and  vagina. 
The  various  deformities  are: 

1.  Uterus  didelphys,  or  duplex,  resulting  from  a  compleie 
failure  of  fusion,  and  usually  accompanied  by  double  \'agina. 

a.  Uterus  tinicomis,  due  to  the  development  of  one  Mii' 
lerian  duct  and  the  atrophy  of  the  other. 

3.  Utenis  bicomis  unicollis,  a  uterus  with  one  cervix  3i. 
two  bodies,  each  with  one  tube  and  ovary. 

4.  Uterus  cordiformis,  presenting  the  conventional  hean 
shape. 

5.  Utenis  incudifonnis,  or  anvil-shaped  uterus. 

6.  Uterus  septus,  subseptus  or  biforis;  various  deformities 
of  the  uterine  cavity,  due  to  junction  of  the  ducts  but  imper- 
fect union  of  the  canals. 

Effect  upon  Pregnancy. — r.  May  proceed  normaUy  to  term. 

2.  Frequently  simulates  extra-uterine  pregnancy,  if  in 
rudimentary  horn  of  a  double  uterus  or  in  a  uterus  uniconus. 

3.  Abortion,  due  to  failure  of  the  utenis  to  enlarge. 

4.  Rupture  of  uterus. 
The  three  latter  are  the  chief  dangers  of  pregnancy  in  congeni- 
tal deformities.    The  pregnancy  may  go  on  to  term,   which 
is  the  rule  in  the  minor  grades  of  deformity. 

Effect  upon  Labor. — The  deformity  most  likely  to  cause 

trouble  in  labor  is  the  double  uterus,  aud  the  following  are  the 

tdiief  daqgei 
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-  ObslrucUon  to  labor  by  ihe  non-pregnant  half. 
■.  Rupture  of  the  uterus. 
:,  Inertia  uteri. 

4.  Postpartum  hemorrhage. 

5.  Putrefaction  of  deddua  in  the  non-pregnant   half,  and 
consequent  septic  ir>feclion. 

Diagnosis  can  usually  be  made  by  careful  bimanual  exami- 
nation, under  an  anesthetic  if  necessarj',  but  many  cases  are 
overlooked,  as  spontaneous  labor  occurs  in  the  majority  of 
cases- 
Treatment  is  inaction,  unless  the  symptoms  simulate  extra- 
uterine pregnancy.  This  is  not  likely  except  in  uterus  uni- 
cornis or  pregnancy  in  a  rudimentary  horn  of  a  double  uterus. 
In  such  a  case  the  treatment  is  the  same  as  for  extra-uterine 
pregnancy — immediate  laparotomy  and  removal  of  the  gesta- 
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MENSTRUATION.     OVULATION.     STERXLITY.     DE- 
VELOPMENT OF  THE  FETAL  APPENDAGES. 
FETAL  CHARACTERISTICS 

MENSTRUATION 

Menstruation  is  the  name  given  to  the  periodic  blooUv 
discharge  from  the  genitaha  of  women,  occurring  on  an  average 
e  in  28  days,  during  the  period  of  llieir  sexual  activity, 
from  about  the  fifteenth  to  the  forty-fifth  year. 

Cause. — The  cause  of  menstruation  is  most  obscure,  dL- 
pending  upon  some  nervous  influence  from  the  sympathetii: 
nervous  system,  which  causes  a  periodic  congestion  of  the 
genital  organs. 

Mechanism. — The  anatomic  changes  in  the  genital  org^i: 
during  menstruation  are  well  understood.     The  endometriuT. 
about  five  days  before  the  period,  begins  to  swell,   until 
the  time  of  the  discharge,  it  is  about  8  mm.  thick,  browni-i' 
red  and  very  soft.     It  is  filled  with  delicate  new-formed  caj/ 
laries.    The  bleeding  occurs  mainly  by  a  dinpedesis  throii'j,. 
the  walls  of  these  capillaries,  and  the  escape  of  the  blood  be- 
tween the  cells  of  the  surface  epithelium,  with  very  little  or  no 
destruction  of  tissue.     The  surface  epitheUum  is  not  as  a  rule 
thrown  off.    The  regeneration  of  the  endometrium  after  ilii 
period  takes  about  seven  days.    The  so-called  metistrual  ry 
of  the  endometrium  is  five  days'  preliminary  swelling,  four  d;i;. 
of  the  period,  seven  days'  regeneration  and  twelve  days  o! 
(Quiescence. 

Time  of  Appearance  and  CessatioD.— In  this  climate  men- 
struation appears  usually  at  the  age  of  14  to  15  years.     The 
lime  of  appearance  is  influenced  by  climate,  mode  of  life,  etc 
.  The  ivarmer  the  dimate,  the  earUet  iW  onstt  oi  «lKQS«^ia.\j.aa. 
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It  i&  not  infrequent  to  observe  a  bloody  discharge,  simillatiriK 
menstruation,  from  the  genitalia  of  female  infants.  Precocious 
menslcualion  in  very  young  children  is  not  very  uncommon, 
and  is  usually  associated  with  precocious  sexual  development. 

Cessation  or  the  Menopause. — The  menses  cease  ordinarily 
.iliout  the  forty-fifth  year.  Exceptions  to  this  rule  are  frequent 
They  sometimes  cease  as  early  as  the  twenly-fifth  year,  and 
persist  sometimes  well  into  the  fifties,  and,  rarely,  even  later. 

The  mterval  between  periods  is  usually  iS  days.  This 
varies  greatK,  and  wide  variations  from  the  rule  are  not 
inconsistent  with  good  health. 

The  menstrual  molimina  is  the  name  given  to  the  local  and 
reflex  symptoms  during  menstruation — enlargement  of  the 
bteasls,  pain  in  breasts,  headache,  dizziness,  backache,  etc. 

The  duration  of  the  flow  is  normally  three  to  five  days. 
This  again  varies  widely,  many  women  menstruating  for  only 
iwo  days  and  others  for  seven  or  more,  and  remaining  perfectly 
healthy. 

The  Character  of  flie  Flow. — ^The  menstrual  discharge  comes 
mainly  from  the  uterine  mucous  membrane  and  in  slight  part 
fri>m  ihe  tubes.  It  is  composed  of  blood,  mucus,  and  epithe- 
':.it  cells.  It  is  dark  in  color,  alkaline,  has  a  distinct  odor,  like 
■  irigold,  due  to  the  secretions  of  the  sebaceous  glands  at  the 

.if;inal  outlet,  and  should  not  clot. 

The  amount  of  the  flow  has  been  estimated  at  from  4  to  6 

jnces.  Practically  il  is  measured  by  the  number  of  napkins 
tcded  for  adequate  protection.  If  more  thaii  three  a  day 
drc  required,  during  the  height  of  the  flow,  the  quantity  is 

OVULATION 
(Ovulation  means  the  rupture  of  the  ripe  graafian  follicle  and 
ihe  extrusion  of  the  ovum.  As  the  follicle  ripens  it  retreats 
deeper  into  the  ovary,  along  the  line  of  least  resistance.  Dur- 
11?  the  period  of  menstrual  congestion,  the  follicle  rapidly 
.(.rcies  liquor  folliculi  and  projects  like  a  blistet  lionv  \.bft 
r/3«?  0/  Ute  ovan;    It   ruptures    through  the   slipna,  i 
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necrotic  spot  in  the  follicle  wall,  usually  opposite  the  ovu 
and   the  ovum,   discus   proligerus,   and   liquor   folliculi  : 
extruded. 
The  Connection  between  Menstruation  and  Ovulation.— 

the  majority  of  women  menstruation  and  ovulation  are  prac- 
tically synchronous.  They  are  n'lt  necessarily  so,  however, 
and  either  can  occur  independently  of  the  other. 

The  maturation  of  the  ovum,  or  ripening,  is  the  name  given 
to  the  change  in  the  ovum,  more  especially  in  the  nucleus,  by 
which  it  is  prepared  for  fertilization.  Only  a  brief  outline  can 
be  given  here.  The  changes  are  supposed  to  begin  shorily 
before  the  follicle  ruptures  and  to  be  completed  during  the 
journey  of  the  ovum  through  the  tube. 

The  germinal  vesicle  gradually  approaches  the  surface  of  the 
ovum,  loses  its  membrane,  and  is,  in  a  short  time,  transformed 
into  a  typical  karyokinetic  figure. 

This  figure  by  the  usual  changes,  becomes  spindle-shaped. 
and  lies  perpendicular  to  the  surface  of  the  ovum.  The 
chromatin  of  the  spindle  is  arranged  in  two  star-shaped  figure 
(the  amphiaster  stage)  and  extrudes  portions  of  its  substance 
in  the  form  of  small  globules — the  polar  globules — usually 
two  in  number.  These  globules  are  cast  ofif  and  disappear; 
the  nucleus  retreats  into  the  interior  of  the  ovum,  and  becomes 
the  female  pronucleus.  The  cause  of  these  changes  is  not 
known.  Their  failure  to  occur  is  one  of  the  accepted  theories 
of  the  origin  of  dermoid  cysts,  it  being  supposed  that  the  polar 
globules  may  unite  with  the  female  pronucleus  and  allow  z 
imperfect  degree  of  fetal  development. 

The  migration  of  the  ovum  is  the  method  by  which  ih. 
ovum  gains  access  to  the  tube  and  then  to  the  uterine  cavity. 
The  cilia  of  the  cells  upon  the  fimbriated  e.^lremily  of  the  lube 
lash  toward  the  lumen  of  the  tube,  and  cause  a  slight  current 
in  the  thin  layer  of  fluid  lying  between  the  pelvic  organs.  The 
ovum,  when  discharged,  is  taken  up  by  this  current,  and  wafted 
into  the  tube,  and  along  the  tube  to  the  uterine  cavity.  The  I 
ovum  is  usually  carried  in  to  the  lu.be  coiTt?.\.Qtt6Mv%  \ 
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I  whict  it  was  discharged,  but  it  may  be  carried 
into  the  opposite  tube.  (External  transmigration  of  the 
ovum.) 

The  seminal  fluid  conlaining  the  spermatozoa,  b  deposited 
during  coitus  in  the  vagina,  in  the  so-called  seminal  lake  be- 
hind and  belww  (he  cervix.  The  seminal  fluid  is  a  yellowish- 
white,  tliick  fluid,  derived  from  the  testicles,  prostate  and 
Cowper's  glands.  The  quanlity  at  each  ejaculation  is  one 
to  two  drams.  It  contains  water,  phosphates,  fals,  spermatin 
and  spermatozoa.  The  number  of  spermatozoa  have  been 
va,rious]y  estimated  from  6,500,000  to  226,000,000  to  an 
ejaculation.  The  former  number  seems  the  more  reasonable. 
The  spennatozoa  are  about  Viuu  of  an  inch  long,  consist 
of  a  head,  body  and  tail,  and  have  extremely  active  motion. 
They  are  said  to  be  able  to  travel  one  inch  in  seven  and  one- 
half  minutes,  and  have,  under  favorable  circumstances,  re- 
markable \-itality,  ha\ing  been  found  alive  in  the  cervical 
canal  of  a  woman  eight  days  after  copulation.  They  appear 
in  the  spermatic  tluid  about  the  fifteenth  year  of  life  and 
ordinarily  disappear  about  the  sixty-fifth  year, 

TheReceptionof  Spermatozoa  into  the  Uterus.— It  has  been 
found  that  the  uterus  of  animab,  under  electric  stimulation 
of  the  sexual  organs,  descends  into  the  pelvis,  grows  shorter 
but  broader,  thereby  causing  iheos  uteri  to  open.  The  uterus, 
when  the  stimulation  was  removed,  returned  to  normal  and 
the  OS  closed.  It  is  supposed  that  these  changes  result  in 
causing  the  uterus  to  exert  a  sucking  action,  and  to  suck  the 
seminal  fluid  directly  into  the  uterine  canal.  It  frequently 
happens  that  spermatozoa,  deposited  in  the  vagina  or  even 
upon  the  external  genitalia,  make  their  way,  by  their  own 
mobility,  into  the  uterus,  and  conception  results. 

The  meeting  place  of  the  spennatozoon  and  the  ovum  is 
generally  accepted  to  be  in  the  tube,  at  about  the  junction 
of  its  middle  and  outer  third.  Only  rarely  does  conception 
occur  in  the  uterus  Itself,  (hough  it  is  possible  al  a.fty  \)0\ti\. 
fyotn  lite pi^iloaeum  to  the  internal  os. 
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Fertilization  of  the  Ovum. — When  the  spermatozoon  meets 
the  ovum,  its  head  penetrates  the  cell  and  the  tail  disappear. 
The  head  then  becomes  the  male  jironucleus,  taking  the  plact 
of  the  polar  bodies  cast  off  in  the  ripening  of  the  ovum;  fuse 
with  the  female  pronucleus,  and  the  development  of  ilit 
embryo  is  begun. 

The  average  date  of  conception  is  foUowing  the  first  men- 
strual period  after  marriage.  A  marriage  is  not  considered 
sterile  untU  eighteen  months  have  passed  without  concep- 
tion, although  women  have  not  infrequently  become  pregnaol 
after  many  years  of  apparent  sterility. 

Early  Changes  in  the  Development  of  the  Ovum. — The 
segmentation  nucleus  of  the  ovum,  formed  by  the  fusion  of. 
the  female  pronucleus  and  the  head  of  the  spermatozoon  is 
converted,  by  karyokinetic  changes,  into  a  di-aster.  The  ovum 
is  then  divided  into  two  cells;  each  of  these  divided  into  two, 
and  so  on  until  the  ovum  is  a  mass  of  cells;  the  so-called  morula 
or  mulberry  mass.  Fluid  then  appears  in  the  mass,  and  forcf-- 
the  cells  out  toward  the  periphery,  transforming  the  ovu' 
into  a  vesicular  structure,  with  a  single  layer  of  cells  ?ii 
rounding  a  central  cavity  filled  with  fluid — the  hlasloderin. 
vesicle  or  Uasltda.  At  one  pole  of  the  blastula  the  cells  are 
concentrated  into  a  flattened  disc  called  the  blastoderm  or 
embryonic  area.  This  consists  of  two  kinds  of  elements,  form- 
ing two  distinct  layers  under  the  outer  layer  of  cells.  These 
two  layers  are  known  respectively  as  the  ectoderm  and  entoderm, 
the  ectoderm  being  the  outer.  Tke  embryonic  area  becomes 
slightly  elevated  and  forms  an  opaque  zone  known  as  the  em- 
bryonic shield.  In  the  middle  of  this  shield  appears  the  primi- 
tive streak,  which  in  section  is  found  to  be  a  cord  of  cells  in 
which  offshoots  from  the  ectoderm  and  entoderm  fuse,  and 
from  the  Junction  of  which  there  extends  on  either  side  a  third 
layer — the  mesoderm. 

As  the  mesoderm  develops,  it  parts  into  two  layers — tl" 

parietal  and  visceral   layers — ene\asm?,  \A\e   Cft\<iK\  ot  hri-l 

iC.parietal  layer  unites  wil\i  t'He  ec\.w4«tm 
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^  somaiopleiira,  from  which  is  developed  the  lateral  und 

Ulterior  abdominal  walls.    The  inner  or  visceral  layer  unites 

with  the  entoderm  lo  form  the  splanchnopleurn,  from  which 

^'  'ieveioped  the  digestive  tract  and  its  associated  ursanj. 

1  he  development  of  the  embryo  proper  begins  ;it  the  end 

he  seaind  week. 

STERHJTY 

In  at  least  40  per  cent,  of  cases  the  fault  lies  with  the  male. 
In  the   female,   the   commonest   causes   are:  (i)  anteflexion 


fir-..  9. —  \ntcfleiui  I  of  Ihc  u 
lifi  nf  Blenlil) 

and  stenosis;  (a)  pelvic  inflammation — endometritis  or  sal- 
pingitis; (3)  retroversion  of  the  uterus;  {4)  acquired  stenosis 
■■!"  the  cervix— the  so-called  one-child  sterility— and  (5) 
ai^enitat  lack  of  development  or  atresia  of  cervix,  vagina  or 
nen,  and  psychic  causes  like  vaginismus.  It  is  not  always 
i^Uiiible  to  determine  a  cause  upon  examination. 

Treatment. — ^Be/ore  any  Irealment  of  the  wife  is  insUtutcd, 
the  husband  should  be  examined  to  determine  h'vs  po-wet  qI 


li 
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procreation.    Obvious   physical   vigor   does   not   nec« 
mean  jwwer  to  procreate.    If   the  husband  is  pronoi 


Pk;.  lo— I  list  rumen  Is  for  maintainiiiR  dilalnlion  of  the  cervical  ca 
I.  Sponge  tent,  cipanding  by  the  abMrplion  of  moisture.  In 
properly  to  stcriliie.  i.  Tupelo  tent  fi(  porous  wood.  Open 
objection.  3.  Stem  peaaary  of  hard  rubber.  4.  Wylie  drain.  5.  Schi 
two-bladed  metranoikier.  6.  B.  C.  Hirst's  tour-bladed  modificatioi 
the  Scbatx. 

capable,  the  most  frequently  required  treatment  for  the  % 
js  a  dilatation  and  curettage — for  anteflexion  and  stenc 


ihe  under  anesthesia,  branched  dilators  being  used  to 
secure  a  lrans\'eTse  dilatation  of  one  inch.     Very  little  curet- 
txi^  is  done — only  at  each  comu.     Excessive    or  frequently 
repealed  curettage  brings  about  a  superin volution  of  the  uterus 
which  may  render  the  sterility  incurable.     Unless  some  means 
is  taken  to  mainUin  the  dilatation,  it  is  rarely  cflBcienL    A 
stem  pessary  is  dangerous  and  liable  to  be  followed  by  infec- 
tion; the  same  may  be  said  of  the  Wylie  drain — an  aluminum 
or  hard  rubber  plug  worn  in  the  uterus  for  several  weeks  fol- 
lowing the  dilatation;  ihe^Schatzntclranoiktcr — preferably  the 
four-bladed   modification  of  B.  C.   Hirst — is  the  safest  pro- 
cedure.    This  is  left  in  place  for  twenty-four  hours,  is  then 
removed   and  the  uterus  washed  out.     Cases  of  atresia  are 
managed  by  the  proper  restoration  of  the  patency  of  the  canal; 
retroversion — if  not  adherent — may  be  remedied  by  a  pessary 
or  op>eration;  peKHc  inllammation  requires  the  cure  of  endo- 
metritis by  intra -uterine  instillations  or  by  dilatation  and  curet- 
tage.    Salpingitis  requires  abdominal  or  vaginal  section    to 
inspect  and  restore  ihe  patency  of  the  fallopian  tubes— a  pro- 
cedure   of   doubtful   efficiency.    Lack   of  development — the 
^i-called  infantile  uterus — requires  dilatation  without  curet- 
i;jc.  electrical  stimulation  by  the  galvanic,  rapid  faradic  and 
iiiisoidal   current,  and  hypodermic  injections — intramuscu- 
irly — of  I  mil  corpus  luteum  extract,   given  daily  in  series 
cf  12  doses,  with  an  interval  of  two  to  three  weeks  between 
series. 

In  sterility  associated  with  obesity — the  so-called  dystro- 
phia adiposogenital  is — it  is  advisable  to  use  hypodermics  of 
I  mil  of  soluble  extract  corpus  luteum,  given  daily  in  series 
of  34  doses,  with  an  interval  of  two  or  three  months  between 
series,  and  a  tablet  of  desiccated  thyroid  2  grains,  desiccated 
ovarian  residue  2  grains,  desiccated  whole  pituitrin  gland  i 
grain,  desiccated  suprarenal  gland  i  grain — given  as  one  tablet 
four  times  daily  for  2  months  at  a  time. 

Electrical  intra-uterine  treatment  is  not  wilhoul  ti^*,  a.Wj 
wtf  JB  likely  to  be  foilowed  by  severe  peVvvi  \ 
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nitis  and  permanent  sterility,  so  the   method   must  be  err-  | 
ployed  with  due  regard  to  this  danger. 

Sterility  of  long  standing  is  sometimes  relieved  spontane- 
ously and  without  treatment. 

DEVELOPMENT  OF  THE  FETAL  APPENDAGES 


The  amnion  is  developed  from  the  somalopleura,  the  e 
derm   sending  two  reduplications  backward,  one  from  i 

the  dorsum  of  the  embryo.  These  redupllcatioli 
meet  and  fuse.  Thus  t 
canities  are  formed — 
within  the  fused  membra 
or  the  true  amnion 
other,  between  the 
branes  and  the  outer  c 
ering  of  the  embryo,  or  a 
false  amnion.  The  amnion  ^ 
consists  of  a  layer  of  young 
connective  tissue,  covered, 
on  its  inner  surface,  with 
a  single  layer  of  flat  endo- 
thelial cells.  It  forms  at 
;  term  the  lining  of  the  felal 
;  surface  of  the  placenta,  the 
■  sheaih  of  the  umbilical  cord 
,  and  the  inner  layer  of  the 
membranes.  Futictions 
the  amnion  are:  (i)  To  act  as  a  covering  of  the  child;  (2)  to 
furnish  and  contain  the  liquor  amnii;  (3)  as  a  cushion  to  pro- 
tect the  child  from  shocks;  (4)  to  dilate  the  cervix  in  labor, 

The  liquor  amnii  is  a  slightly  turbid,  alkaline  fluid,  specilic 
gravity  loio,  and  containing  urea,  albumen,  sebaceous  matter,    I 
lanugo,  squamous  epithelium,  ammunmnv  CMboYia.t.'i  and  uri-    \ 
'  saha.     It  is  ereatest. in  amount  &V  X\w;  safa  TOawfe  i^  ' 


W,.  1 1 ,— Diagram  ahuwing  ci 
tion  of  ttie  amniDii  and  formal 
the  chorion.     (Dottand.}     A.   ai 

:ona  pcUucida;  i.  outer  lair 
the  epiblast  after  closure  of  the  an 
"i;  P.  allantois;  U.  umbilical  i 
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about  3  pints;  at  term  the  average  amount  is  j 
half  pints.  It  is  derived  partly  from  the  mother, ' 
y  excretion  of  urine,  from  the  fetus. 
on. — ^The  formation  of  the  chorion  is  probably  one  ] 
it  changes  thai  the  human  ovum  undergoes.  It  1 
from  the  cell-wall  of  the  ovum,  and  at  first  con- 
layers:  an  inner,  thin  layer  of  fine  connective 
.n  -outer  composed  of  many  layers  of  epithelial 


iDtUt.) 


sphoblasl.  When  the  ovum  reaches  the  uterine 
is  embedded  in  the  decidua,  the  chorion  sends 
le  finger-like  processes,  called  chorion  villi.  They 
d  of  a  finger-like  process  of  mucoid  connective 
•d  by  two  layers  of  cells.  The  inner  layer  is  called 
is'  layer,  and  the  outer,  a  band  of  protoplasm 
ked  cell  divisions,  and  the  nuclei  running  parallel 
«,  Is  known  as  the  syncytium,  and  is  instrumental 
ing  the  placental  circulation.  Thai  pMl  o^  "Ook 
itact  with  the  decidua  serotma  relaXtis  "W?-  v'^\. 
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which  later  form  the  placenta,  and  is  known  as  the  chorioti 
frondosum.     The  rest  o£  the  chorion  loses  its  villi,  fuses  with 
the  amnion  and  decidua  reflexa  to  form  the  membranes,  aad  _ 
is  known  as  the  chorioti  ta^c.    Until  the   third  month, 
villi  of  the  chorion  derive  nutriment  from  the  whole  decidul 
serotina  and  reflexa;  after  the  third  month,  from  the  serotJi 
only.     Each  villus  contains  a  loop  of  capillaries,  derived  fro 
the  vessels  of  the  a  I  Ian  to  is. 
The  Placenta.^The  ovum  is  attached  to  the  decidua  covi 


—Normal  plac 


(DeLeir.) 


ting  the  anterior  or  posterior  wall  uf  the  uterus,  usually  near 
the  fundus.  About  the  sixth  week  of  pregnancy  the  blood 
supply  of  the  decidua  serotina  becomes  more  and  more  abun- 
dant, while  that  of  the  reflexa  is  diminished.  Hence,  the  chori- 
on/c  villi  in  relation  with  the  serotina,  recew\nga.\\  V\\ewa\j.TOV 
leijl  they  nceil,   hi'gin  to  prolifcTatc  Ta\rtt\\\.    "^Vao^^ 


\a!Ki,^^&^ 
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I  penetrate  deeply  into  ihe  decidua.     From  ihese  later. 
lutsjrowths  or  bi4ds  of  syncytium  arc  sent  uui,  which   o[)en 


ihe  malcrnal  blood-channels  in  the  decidua,  so  that  blood  is 
poured  out  around  ihe  villi;  ihe  blood  is  taken  up  by  the  villi, 
b_f  a  process  of  osmosis,  and  is  carried  by  the  ca.pWWw^va.'ii*  J 


I 


villus,   to   the   fetus.     The   placenta   begins   to   {unciionaii- 
about  the  third  month  of  pregnancy. 

The  Placenta  at  Full  Term. — The  placenta  at  tenn  is  a 
flattened,  circular  organ  about  seven  inches  in  diameter,  one 
inch  thick  and  weighing  about  one  pound.  The  walemii 
surface,  which  was  in  contact  with  the  decidua  serotina.  pre- 
sents a  ragged,  torn  appearance,  and  is  divided  by  depressions 
into  a  number  of  parts,  or  colylfdons.  The  jelal  surface  \s 
smooth  and  glistening,  cov- 


ered by  amnion,  and 
of  large,  distended  interlacing 
blood-vessels.    The  umbilic'il 
cord  is  inserted  usually  neai, 
l)ut    not    at,    the    center  •■!    ' 
the  fetal  surface.    The  mm-    I 
braiies  hang  like  a  veil  from    I 
ihu    periphery    o£    the   pla-   I 
centa  and  are  composed,  as 
has  been  said,  of  the  amnion, 
the   chorion  larve,   and   tl- 
decidua  reflexa.    The  circular 
sinus    of  the  placenta  is  the 
name   given  to  a  large  vein 
which    often    skirts    a   con- 
siderable    portion     of     the 
periphery     of      the      placenta,    rarely     completely     encir- 
cling it- 

The  Umbilical  Cord  or  Fimis.^About  the  twentieth  daj'  of 
pregnancy,  there  occurs  a  sac-like  projection  of  the  posterior 
end  of  the  intestinal  tract.  This  projection  grows  outwar.i 
until  it  reaches  the  periphery  of  the  ovum,  and  contains  blooi! 
vessels.  Within  the  allantois  these  vessels  are  reduced  1' 
number  to  two  arteries  and  a  vein.  The  arteries  convn 
venous  blood  from  the  fetus  to  the  mother;  the  vein  arleriai 
from  the  mother  lo  the  fetus.  The  vessels  are  embedded  in  :i 
geiatinous  substance  called  the  jelly  of  Wharton. 


PlK.  ifi.— Diagram  of 
cordmcroBB-sectmti.  U.V- 
vein;  V.A..  umbilical  arte 
il  of  umbilical  stalk 
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The  Cord  at  Term. — The  umbilical  cord  at  term  is  about 
twenty  inches  long,  one-half  thick,  and  has  a  dull  white  moist 
appearance.  In  structure  it  may  be  roughly  compared  to  a 
candle  with  two  pieces  of  string  wound  around  it.  The  wax 
of  the  candle  represents  the  jelly  of  Wharton,  the  wick  the 
umbilical  vein  and  the  pieces  of  string  the  umbilical  arteries. 
The  arteries  are  twisted  eight  to  ten  times  around  the  cord, 
from  right  to  left.  The  narrowest  portion  of  the  cord  is 
usually  at  a  point  about  two  inches  from  the  umbilicus  of  the 
child. 

The  Decidua. — The  decidua  is  the  name  given  to  the  mucous 
membrane  of  the  uterus,  when  it  has  undergone  the  changes 
dependent  upon  pregnancy.  These  changes  begin  ver>-  shortly 
after  the  fertilizalion  of  ihe  ovum,  although  the  exact  time  ia 
uncertain.  The  endometrium  becomes  very  much  thicltened, 
and  its  surface  marked  by  deep  furrows,  giving  it  a  very  rough 
appearance.  It  is  thickest  about  the  fourth  month  of  preg- 
nancy. From  that  time  until  term  it  gradually  atrophies, 
except  at  the  placental  site.  The  stroma  cells  hypertrophy 
until  they  attain  eight  or  ten  times  their  original  size. 

Microscopic  Appearance. — Under  the  microscope  the  decidua 
is  seen  to  be  composed  of  two  layers;  a  compact  layer,  made  up 
of  the  hyx>ertrophied  stroma  cells  of  the  endometrium;  and  a 
spongy  layer,  containing  the  dilated  uterine  glands. 

The  cells  of  the  compact  layer  are  round,  o\'al  or  sometimes 
polygonal;  epithelioid  in  Ivpe  with  large  vesicular  nuclei.  The 
ducts  of  the  uterine  glands,  in  the  early  stage  of  the  formation 
of  decidua,  are  seen  running  through  the  compact  layer  to  the 
surface,  but  these  ducts  finally  disappear,  and  in  the  later 
months,  no  trace  of  them  can  be  seen.  The  glands  of  the 
spongy  layer  are  at  first  lined  with  the  cylindrical  epithe- 
lium typical  of  the  uterine  glands.  This  gradually  becomes 
cutraidal  and  a  great  part  of  it  is  cast  off  into  the  lumen  of  the 
gland  and  lost.  A  certain  amount  remains  intact,  and  from 
it  the  endometrium  is  regenerated  during  the  paeT^wW'm. 
T/ie  decidua.  *s  very  achiy  supplied  with  Wood,  esv*'^\ai\'S  M 
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the  deeper,  layers.     According  to  the  functions  of  the  c 
it  is  usually  considered  under  three  heads:  the  decidua  n 
the  dccidna  reflexa,  and  the  decidua  lerotina. 

The  decidiM  vera  is  the  name  given  to  all  the  decidua  li 
the  uterine  cavity,  except  that  portion  to  which  the  o 
attached,  and  the  portion  reflected  over  the  ovum.     It! 


Pic  17. — Cross-section  of  uterus  at  the  end  of  seventh  week  of  pi 
nancy,  showing  the  relatiun  of  the  decidua  and  other  fetal  structBP 
(ModiSed  from  Allr.n  Thomson.) 


lure  has  been  described  above.  It  atrophies  after  the  fourth  or 
fifth  month  of  pregnancy,  so  that  at  term  it  is  only  about  2  to 
3  mm.' thick.  When  the  impregnated  ovum  enters  the  uterine 
cavity,  it  drops  into  one  of  the  deep  furrows  in  the  decidua, 
usually  near  the  fundus  on  the  anterior  or  posterior  wall.  It  is 
vvered  in  by  the  arching  over  ot  the  sides  rf.  tii«.  ittmy« ,  »»&. 


iMMilPliilliiilll^l 

vaB^utlnation.    As  the  ovum  develops,  the  decidua  cover- 

5  pushed  out  into  the  uterine  cavity,  forming  a  kind  of 

t  for  the  growing  ovum,  and  is  known  as  the  decidua 

This  portion  of  the  decidua  is  greatest  in  amount 

Bkbont  the  second  month  of  pregnancy.     About  the  fourth 

I,  the  decidua  reflexa  is  brought,  by  the  growth  of  the 

k'vxXq  intimate  contact  with  the  vera,  fuses  with  it,  and 

idutUy  degenerates  and  disappears.     This  is  the  most  widely 

tpt«d  theory,  but  some  observers,  notably  Peters,  in  de- 

Enhiog  what  be  believed  represented  a  three  days'  human 

Mim,  ind  Selenka,  in  his  studies  of  monkeys,  state  that  the 

n  actually  penetrates  the  surface  epithelium  and  burrows 

n  into  the  decidua  vera.     They  claim  that  the  decidua 

IS  merely  that  portion  of  the  vera  which  covers  the  ovum 

d  undergoes  passive  enlargement  as  the  ovum  grows.    The 

Bit  ii,  however,  still  under  discussion. 

iTheiJAnfiJiM  sfrolinti  is  the  portion  of  the  decidua  lying  imme- 

lely  beneath  the  ovum,  and  which  represents  the  placental 

s  often  called  placental  decidua.     It  is  the  portion  of 

te  decidua  richest  in  blood-vessels,  which  are  very  numerous, 

1  spiral  course,  and  penetrate  the  entire  thickness 

f  ihe  membrane.     The  placenta  is  attached  to  this  portion  of 

f  licddua.     During   the  third   stage   of  labor,   when   the 

s  separated  from  the  uterine  wall,  the  line  of  separa- 

mis  usually  between  compact  and  spongy  layers.     The  com- 

S  layer  is  cast  off,  adhering  to  the  maternal  surface  of  the 

rl&centa;  from  the  spongy  layer  llie  endometrium  is  rcgener- 

I  »t«l  during  puerperium. 

Thk  Fetus  at  Different  Mouths  in  its  Development 

it  i> not  intended  to  take  up  the  characteristics  of  the  embryo 
Jetus  at  each  month  of  its  development,  but  merely  lo 
briefly  the  more  important  points. 
Month. — During  the  first  two  weeks  the  embryo  con- 
targely  of  the  jolk-sac.     The  embryonaV  peiiod  begins 
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with  the  third  week  when  the  embryo  is  di%-tde<l  i 
body  and  tail.  About  the  twenly-firjt  day  the  limbs 
their  apgiearance  as  small  buds.  In  the  fuurth  week  i 
brya  increases  greatly  in  size,  its  head  and  tail  are  all 
contact,  and  its  back  markedly  arched.  It  is  about  one 
inch  in  length. 

Third  Month. — The  embryo  is  about  three  and  a 
four  inches  in  length,  and  weighs  about  an  ounce.  Cen 
ossification  are  found  in  the  bones.  The  fingers  and  to 
their  web  and  become  difierentiated.  The  trunk  is 
into  thorax  and  abdomen  by  the  appearance  of  the  ribs, 
sex  is  distinguishable  by  the  presence  or  absence  of  a  i 
and  the  placenta  commences  its  functions. 

Sixth  Month.— The  fetus  is  about  twelve  inches  lot 
weighs  one  and  one-half  pounds.  The  subcutaneous 
being  developed  and  ihe  skin  beginning  to  lose  its  wt 
appearance.  The  head  is  relatively  very  large.  If  be 
this  time  it  may  live  one  to  fifteen  days. 

Seventh  Month.— The  fetus  is  fifteen  inches  long  and  « 
forty-one  ounces.  The  body  is  covered  with  lanugo 
the  pupillary  membrane  disappears.  If  born  at  this  tli 
may  survive,  but  more  often  dies.  The  old  Hippocrateai 
trine,  still  generally  believed  among  the  laity,  that 
bom  at  the  seventh  month  has  a  better  chance  of  sun 
than  one  born  at  the  eighth,  is  erroneous. 

Bighdl  Month. — The  fetus  is  sixteen  inches  long  and 
three  and  a  half  pounds.     Of  children  born  at  this  lime 
75  per  cent,  are  saved. 

Ifinth  Month. — The  fetus  is  eighteen  inches  long  and  « 
about  four  and  one-half  pounds.  If  born,  will  certainly 
if  given  ordinary  care. 

These  figures  are  based  upon  a  duration  of  pregnan 
40  weeks  or  10  lunar  months. 

The  fetal  drcuUtion  differs  from  the  ordinary  circu] 
in  several  important  points.  The  blood  is  carried  th| 
tliv  Umbilical  \-cia  to  the  umVlUcus,  iWn«»Xnn%\\«t 
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ninal  wall  to  the  outer  surface  of  the  liver.  Here  the 
livides  into  two,  the  larger  emptying  into  the  portal  vein; 
mallery  called  the  ductus  venosus,  into  the  ascending  cava. 
L  the  ascending  cava  the  blood  goes  to  the  right  auricle. 
le  lungs  are  not  functionating,  the  bulk  of  the  blood  passes 
Lhe  left  auricle,  directed  bjrthe  Eustachian  valve  through 
'oratnen  ovale,  an  opening  in  the  interauricular  septum. 
1  the  left  auricle  it  goes  to  the  left  ventricle  and  thence  into 
Lorta,  and  theftce  primarily  to  the  upper  extremity  of  the 
;.      As  the  lungs  need  only  sufficient  blood  for  their  nutri- 

an  outlet  is  provided  for  the  excess  entering  the  right 
:le  and  ventricle  from  the  descending  vena  cava  in  the 
4s  arteriosus,  a  large  branch  opening  into  the  aorta  from 
pulmonary  artery^  The  aorta  thus  conveys  mixed  blood 
ae  trunk  and  lower  extremities.  From  each  internal  iliac 
ssel,  known  as  the  hyF>ogastric  artery,  ascends  to  the  umbili- 
These  vessels  become  the  umbilical  arteries  in  the  cord, 

return  the  blood  to  the  mother  for  oxygenation. 

The  Mature  Fetus 

?he  characteristics  of  the  mature  fetus  are  briefly: 
.  Weight,  7  to  7.5  pounds.  The  weight  of  full-term  chil- 
n  varies  from  an  extreme  of  one  pound  to  one  of  twenty- 
lit  and  three-quarters  pounds,  this  latter  being  the  child 
.he  "  Nova  Scotia  Giantess."  Anything  over  twelve  pounds 
^ery  rare. 

I.  Length,  twenty  inches. 

;.  Face  plump  and  rosy  and  subcutaneous  fat  well  de- 
oped. 

..  Lanugo  disappeared. 

;.  Vernix  caseosa  is  abundant  only  on  the  flexor  surface 
:he  limbs  and  the  back. 
>.  Finger-nails  project  beyond  ends  of  fingers. 
.  Bones  of  beac^  are  fiiin. 

Child  mo^es  and  cri,;<>  v^igoroa.sly. 
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Ht:AU  MEASUREMENTS 


S.o  em.  {3.1s  in.) 

BiparicUl 

.      95    cm.(  3.64  m.) 

Oedpitomental, 

.3-P    em.(5-.»m.) 

OccipiLofroDtai 

ii.75cm.(  4.56  in.) 

Trachelobregmatic                      .      . 

g.5    cm.C3-7*m-) 

9,5    cm.  (  3.74  in.) 

Circumference  locdpilofronta!,! 

ij  5    "n.  (iJ  i    in.) 

The  Centers  of  Osafication.^In  the  mature  fetus  the  cenWr 

of  ossification  in  the  lower  epiphysis  of  the  femur  is  5  mm. 


in  diameter.  That  in  the  upper  epiphysis  of  the  tibia  is  just 
appearing.  In  the  humerus  they  do  not  appear  for  several 
months  afttr  birth. 

The  predetennination  of  sex  is  not  possible.  Various 
methods  of  controlling  the  sexes  have  been  put  forward, 
notably  that  of  Schenk  of  Vienna,  but  are  we  still  in  ignorance 
of  the  laws  governinR  the  production  of  sex.  The  proportional 
birth  is  106  boys  to  100  girls.  The  boys  have  a  slightly  higher 
death  rate  than  girls,  so  that  at  puberty  the  numbers  are  aboui 
equal. 

Multiple  Fetation.— Twins  occur  once  in  about  120  pn.Lr 
^it:8o.  Id    Europe).    Triplels , occur -once  in   yiji. 


^^L  guadrup 


OCCIPUT 


I.IK   THE   FETAL   APPENDAGtS  5  I 

0  cases  of  quintuplets  on  record,  and  only  one  or  two  reliable 
cases  of  sextuplels.  Accounts  ol  more  than  six  children  at  a 
birth,  though  frequently  reported  in  the  middle  ages,  must  be 
considered  apocryphal. 

CaiMW .^Heredity  seems  lo  play  an  imporlanl  part. 
Roughly  speaking  multiple  pregnancies  result  from; 

1.  FertilizatioQ  of  two  or  more  separate  ova,  when  the 
children  each  have  their  own 
chorion,  amnion  and  placenta 
(which  may  be  fused  into  one). 
They  are  not  necessarily  of  the 
same  se.x. 

3.  The  complete  segmentation 
of  one  impregnated  ovum  into 
two  or  more  parts.  In  this  rase 
the  children  have  a  common 
chorion  and  placenta,  but  each 
has  its  own  amnion.  They  are 
always  of  the  same  sex,  resemble 
each  other  closely,  and  are  cailcH 
homologous  twins. 

Two  other  theories  of  the  pro- 
duction of  multiple  pregnancies: 
'  I )  the  penetration  of  the  ovum  by  two  or  more  spermatozoa 
and  (j)  the  impregnation  of  ova  escaping  from  different 
uraatian  follicles  at  different  times  {superfelalion)  do  not  meet 
iviih  wide  acceptance. 

Hydramnios  is  very  common  in  twin  pregnancies,  affecting 
usually  one  sac  only.  It  sometimes  happens  that  one  fetus  is 
outstripped  in  growth  by  its  fellow.  The  weaker  finally 
dies  and  is  pressed  flat  against  the  uterine  wall-  When  born 
it  resembles  a  flattened  mummified  child,  and  is  called  a 
JUus  papyraceus. 


CHAPTKR  III 

PHYSIOLOGY.    DIAGNOSIS,    AND    DIFFERE 
DIAGNOSIS  OF  PREGNANCY 

CHANGES  m  MATERNAL  ORGANISM 

Abdonunal  Walls. — The  abdominal  walls  during  pregnane} 
are,  in  ihc  later  months,  greatly  overstretched,  and  con^<- 
quently  certain  marks  or  scars  called  striw  are  formed.  The-: 
striE  are  due  to  the  fact  thai  the  deeper  layers  of  the  skin  sfi 
not  as  elastic  as  the  upper  and  break  in  many  places  instead 
of  stretching.  If  the  stretching  of  the  abdominal  wall  i-  | 
painful  it  can  often  be  relievefl  by  inunctions  of  cocoa  bultti  i 
or  olive  oil.  The  abdomen  usually  presents  a  marked  pigmcn 
tation  surrounding  the  umbilicus  and  extending  in  the  middk 
line  downward  to  the  symphysis  and  upward  half  way  i" 
the  xiphoid  cartilage— the  linea  nigra. 

Breasts. — The  changes  in  the  breasts  will  be  found  in  the 
section  on  the  symptoms  of  pregnancy. 

Weight. — There  is  ordinarily  an  increase  of  about  on 
thirteenth  of  the  body  weight  in  pregnancy. 

Circulation. — The  total  quantity  of  blood  is  increased,  bui 
its  constituent  parts  do  not  keep  the  same  relation.  The  water)' 
element  is  most  markedly  increased.  This  is  sometime  caJleil 
the  physiologic  hydremia  or  anemia  of  pregnancy.  There  i- 
also  a  moderate  leukocytosis. 

Blood -pre  8  sure  in  Pregnancy. — The  norma!  systolic  blood- 
pressure  in  pregnancy  is  ii8  to  125  mm.  of  mercury,  II 
shows  a  tendency  to  rise  slightly  in  the  last  four  weeks.  The 
diastolic  pressure  is  not  of  so  much  imporlance,  though  too 
wide  a  divergence  between  systolic  and  diastolic  should  len' 
to  suspicion  of  myocarditis  and  be  waicWA  a,^;.tOTd\i\%lY-  T' 
mercury  column  sphygmomanomelcrs  \iVe  '^^^^^^r^ 


the  dial  inslruments  like  the  Tycos  are  the  ones  in  most  com- 
mon use.  A  record  of  the  blood- pressure  should  be  kept  every 
two  weeks  until  the  last  month  and  then  everj'  week, 

Uriae. — The  urine  is  usually  increased  in  pregnancy,  es- 
pecially the  watery  elements.  The  total  quantity  of  solids  is 
about  normal. 

Bladder. — ^The  bladder  shows,  in  the  early  months  of  preg- 
nancy considerable  irritability,  due  to  the  pressure  of  the 
uterus  upon  it.  As  pregnancy  advances,  the  bladder  rises 
(lul  of  the  jjelvis  with  the  uterus  and  becomes  an  abdominal 
organ.  Its  capacity  is  diminished,  due  to  its  position  between 
the  growing  uterus  and  the  anterior  abdominal  wall. 

Vagina. — Due  to  the  increased  blood-supply,  the  most  char- 
acteristic changes  are  the  purplish  color  and  the  more  copious 
secretion.  The  elements  composing  the  vaginal  wall  hj-pertro- 
phy.  The  vagina!  secretion  is  intensely  acid  in  reaction,  due 
to  Doderlein's  bacillus,  which  secretes  lactic  acid.  Normally 
the  vagina  contains  no  pathogenic  bacteria. 

Cervix. — The  cervix  is  somewhat  h\'pertrophied,  broader, 
softer,  but  its  length  is  unaltered.  The  cervix  is  plugged  dur- 
ing the  whole  of  pregnancy  with  a  plug  of  lough  mucus. 

The  Uterus. — The  muscle  fibers  of  the  uterus  increase  enor- 
mously in  size  during  pregnancy.  The  number  of  fibers  is 
very  slightly  increased  if  at  all,  so  that  the  size  of  the  uterus 
is  due  to  a  hyperlrophy  and  not  a  hyperplasia.  It  increases 
from  an  organ  baling  a  length  of  two  and  one-half  inches  and 
a  weight  of  two  ounces  (capacity  16.5  mils  or  i  cubic  inch)  to 
one  twelve  inches  long  and  weighing  two  pounds  {capacity 
6600  mils  or  400  cubic  in.).  The  uterine  walls  are  thickest  up 
to  the  fourth  month;  from  then  on  they  become  somewhat 
thinner,  so  that  at  term  they  are  rarely  more  than  H  to  1  cm. 
thick.  During  the  first  three  months  the  uterus  is  sharply 
anteflexed.  As  pregnancy  advances,  this  is  gradually  but 
never  entirely  corrected.  The  uterus  is  almost  always  rotated 
toward  the  right,  due  lo  the  pressure  of  the  recvvim  and  si.%- 
rpoid  tlexure  upon  the  left  side.    At  term,  Lbe  \H*IU&  leatNws 


about  half  way  from  the  umbilicus  to  ihe  xiplioid,  wit! 

intestines  massed  above  and  behind  it;  the  anterior  i 
and  abdoni'nal  walls  are  usually  in  contact. 

The  blood-vessels  of  the  ultnis  are  greatly  increased  in  > 
and  are  very  tortuous. 

The  lymphatics  are  greatly  dilated;  those  below  the  n 


membrane  particularly.  From  them  lead  tubes  the  sizt 
goose-quills  through  the  uterine  muscle,  which  are  coUei! 
under  the  peritoneal  covering  in  an  intricate  plexus. 

The  muscle  fibers  are  irregularly  arranged  in  three  layers — a 
outer,  middle  and  inner  layer.  The  outer  is  mainly  longiti 
<^fl//tAe  jn/ddltf  forms  aden5eneVwoiVcoaXai\n\'EVj,\!a&ma\Q.x\; 


of  the  lar^e  vesseb;  the  inner  is  circular  and  poorly  developed 
except  in  the  cervix  and  at  the  openings  of  the  tubes. 

The  ovaries  and  tubes  undergo  chiefly  a  great  increase  in 
vascularity.  There  is  ordinarily  no  ovulation  during  preg- 
nancy; and  the  ovary  from  which  the  fertilized  ovum  was  dis- 
charged is  the  site  of  the  corpus  luteum  of  pregnancy. 

The  pelvic  joints,  especially  the  sacro-iliacs,  are  somewhat 
loosened.  This  ts  sometimes  enough  to  interfere  with  walking 
and  to  require  a  binder  for  support. 

THE  SYMPTOMS  OF, PREGNANCY 

The  symptoms  of  pregnancy  are  divided  into  two  classes: 
i-hosc  noted  by  the  patient  herself,  called  subjective;  and  those 
elicited  by  the  physician  during  his  examioatioa — the  objec-  j 
live  symptoms. 

Subjective  Symptoms. — The  subjective  symptoms,  arranged 
approximately  in  their  order  of  importance  are: 

Cessation  of  Mtftslrttalion. — While  this  is  the  most  important, 
it  does  not  necessarily  mean  pregnancy.  Its  cessation,  inde- 
pendent of  pregnancy  is  most  commonly  due  to  (i)  Change 
of  climate,  (2)  cold,  (3)  fear  of  or  desire  for  impregnation, 
{4)  anemia,  (5)  pelvic  inflammation  or  tumors.  On  the  other 
hand,  menstruation  may  persist  for  three  months  or  more 
after  impregnation  or  rarely  throughout  the  whole  pregnancy. 
Nausea  and  Vomiting. — The  nausea  and  vomiting  of  preg- 
nancy begins  as  a  rule  at  about  the  sixth  week.  It  lasts 
about  six  weeks  and  is  usually  more  pronounced  in  the  morn- 
ing, when  the  woman  first  arises,  as  the  change  from  a  hori- 
zontal to  erect  posture  increases  pelvic  congestion.  It  may 
be  increased  by  anything  that  produces  pelvic  congestior 
irrespective  of  pregnancy,  or  a  disordered  stomach.  Agai 
it  may  be  entirely  absent. 
For  details  as  to  treatment  see  section  on  toxemia  of 
inancy. 

'  fyUeSize  and  Shape  of  Ike  Abdomen.— "Wx  ■i\va,^| 
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and  size  of  the  abdomen  in  the  early  months  of  pregna^^l 
oScrs  no  help  in  the  diagnosis  of  pregnancy.  In  the  Ia^^| 
months  it  steadily  enlarges  and  assumes  the  pyriform  sb^^l 
characteristic  of  the  pregnant  uterus.  This  shape  may^H 
simulated  by  fat  in  the  omentum  and  abdominal  walls,  asc^^f 
fibroid  tumor,  ovarian  cyst,  overdistended  bladder  and,  rai^^| 
tympanites.  ^H 

Changes  in  the  Breasts  attd  Genilalui. — ^These  are  due  to  in- 1 
creased  blood-supply,  and  usually  take  the  form  of  increascdJ 
warmth  or  tmgling  sensations.  Th^  fulhiess  of  the  brea^H 
and  the  presence  of  colostrum  may  be  noticed  by  the  paiim^H 
The  same  sensations  are  not  uncommon  at  each  menstn^H 
period.  ^H 

Quickening. — This  name  is  given  to  the  sensations  e^qj^H 
rienced  by  the  mother  when  the  fetal  movements  are  first  fd^| 
It  was  formerly  erroneously  thought  to  mark  the  time  wh^H 
life  was  imparted  to  the  child.  .  It  occurs  usually  between  tl^H 
fourth  and  fifth  month.  The  movements  may  be  felt  as  e&^^| 
as  the  third  month.  ^| 

They  may  not  be  noticed  at  all;  or  a  woman  earnestly  d^| 
siring  maternity  and  believing  herself  pregnant  may  be  ctff^| 
scious  of  peristaltic  movements  of  her  intestines  and  mistal^H 
these  movements  for  those  of  a  fetus.  ^H 

Nervous  Phenomena. — The  chief  disorders  of  the  nervo^f 
system  are  a  tendency  to  dizziness  and  fainting,  a  change  inB 
disposition,  inordinate  appetite  or  perversions  of  appetite  I 
and  taste.  I 

None  of   the  subjective   signs  of  pregnancy  are  positive  I 
signs;  all  of  them  can  be  simulated  by  other  conditions,  and  1 
they  should  be  considered,  not  by  themselves,  but  in  con-   1 
nection  with  other  evidences  of  pregnancy  elicited  by  the  phy- 
sician in  his  examination. 

Objective  Symptoms. — For  convenience  in  study,  the  ob- 
jective signs  of  pregnancy  are  here  grouped  by  locahties. 

Fate- — Occasionally  there  is  marked  brownish  pigmentation 
0/  the   /orehcAii,    lemples  and  sltin  ovcc  \iifi.  maSa-v  NinAKSi^ 
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tounting  sometimes  to  positive  disfigurement.  IL  usually 
tappears  promptly  after  delivery,  but  rarely  is  permanent. 
Sfeasls. — The  breasts  become  (i)  more  prominent;  (2) 
sent  a  pigmentation  of  the  areola,  ihe  color  i:hanging  from 
1  reddish-brown  or  even  dark  brown;  (j)  the  devclop- 
ot  of  the  secondary  areola;  a  slightly  irregular  deposit 
t pigment  outside  of  the  primary  areola;  (4)  enlargL-il  veins 
I  seen  coursing  over   the   breasts;    [^)    the   skin    brcomes 


marked  with  stria;;    (b)   the  glands  of   Montgomery  in 
areola  are  prominent;  (7)  colostrum  can  be  expressed  from   I 
the  nipple,  especially  in  the  later  months. 

Abdomen. — The  abdominal  contour  shows  (i)  the  presence 
of  a  pyriform  tumor;  (3)  the  slriie  and  linea  nigra  are  usually    ! 
wcU-marked;  (3)  at  intervals  the  abdomen  becomes  hard,  and 
ihe  uterus  more  prominent^the  inlerminent  contraction  01 
Bntxton-Hicka'  sign:  (4)  (be  head,  body  ant\  (jxUemvVw?,  >. 
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the  fetus  can  be  mapped  out;  (5)  the  fetal  movei 
felt  and  seen;  (6)  the  fetal  heart  sounds  can  be  heal 
counted.  The  placental  or  uterine  bruit  can  usually  be 
and  the  funic  souffle  occasionally.  The  uterine  bruit  1 
diagnostic  significance,  being  often  heard  in  tumors. 
Vagina. — These  are  the  more  important  signs,  1 
I  in  the  early  months  of  pregnancy,  (i)  Blue  discolors 
the  vaginal  mucous  membrane,  becoming  purple  in  tn 

I         months.     (3)  Frequently  a  band  of  bright  scarlet  arout 
fourchet.     (3)   Softening  of  the  cervix.     "When  the  i 

is  as  hard  as  the  cartilage  of  one's  nose,  pregnancy  is  un! 

When  as  soft  as  one's  lips,  pregnancy  is  hkely"  (Go< 
'  (4)  Hypertrophy  of  thecervix — becoming  broader.     (5)8 

ing  of  the  lower  uterine  segment  or  Hegar's  sign.  (6| 
'  shaped  enlargement  of  the  uterus  above  the  inlemal  os 

The  presence  of  the  presenting  part.     (8)  Ballollemml-^ 

sensation  imparted  by  the  presenting  part  when  it  is  1 
pushed,  Soals  away  in  the  liquor  amnu,  a-ui  v\iwi  ii? 


a. — The  outline  of  the  prej 
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I  the   examining    finger.     This  symptoni   can  be  simu- 
j  by  a  small  ovarian  cysl  or  uterine  fibroid  with  a  long 


"he  Signs  of  Pregkascy  Prior  ro  the  Third  Month 

Ibjective  Signs. — (i)  Cessation  of  menses;  (3) 
langes  in  breasts;  (4)  nervous  phenomena. 
ictive  Signs. — Breasts:  (i)  enlarged;  (2)  engorged  veins; 
intarged   Montgomery's  glands;   (4)    pigmented   areola; 
Rostrum. 

—None. 
—(ij  Scar/el  discoloration;  (2)  blue  liisccAoTaVvotv, 


(^)  soft  cervix;  U)  hyperlrophied  cervix:  (;)  Hegar*;  i^ 
(6)  jug-shaped  uterus. 

The  Positive  Signs  of  Pregnancy.— The  only  signs  »M 
can  be  called  positive  are; 

I.  Fetal  Heart  Sounds. — A  double  sound,  beating  at  ihc' 
of  I20  to  i6o  to  the  minute,  ll  sounds  much  like  the  tic 
of  a  watch  under  a  pillow.  A  single  beat  is  most  likely 
pulsation   of   the  mother's   aorta,   transmitted   ihrough 


uterus.     It  can  be  differentiated  by  noting  that  it  is  a  s 
sound,  and  is  synchronous  with  the  mother's  heart  beats.  | 

2.  Fetal  Movements. — These  are  of  two  kinds:  the  sharp  fl 
of  the  extremities  and  the  heave  of  the  child's  back, 
twitching  of  ihe  abdominal  muscles  must  not  be  i 
for  them. 

3.  Bra.vton  Hicks'  sign  or  the  intermittent  contraction! 
tie  uterus,  at  intervals  oi  10  lo  i*s  mmuves.    "XVt'j  < 
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abdomen  becomes  hard  during  a  contraction  and  the 
of  the  uterus  much  more  prominent.  They  can  Iw 
by  the  conlraclions  of  a  greatly  overdistended 
and  also  by  the  contractions  of  the  uterus  over  a 
igle  submucous  fibroid,  but  these  conditons  are  so 
that  it  is  justiciable  to  Include  this  sign  among  the 
signs  of  pregnancy. 

■ray  can   usually   he  depended   ujwn    to  show  a 
iry  shadow  of   the   fetal  skeleton,  after   the  sixth 


of  pregnancy.     Not  infrequently,  however,   even  at 
the  shadow  is  doubtful  or  entirely  absent. 

FFERENTIAL  DIAGNOSIS  OF  PREGNANCY  FROM 
CONDmONS  SIMULATING  IT 

conditions  most  likely  to  be  mistaken  fur  pregnancy  are: 
fibroid  tumor;  (a)   ovarian  cyst;  (.jj  ascites;  {4)  omen- 
abdominal  fat;  (5)  tympanites  and  (6)  overdistended 


Tiunor.— The  special  symptoms  by  which  a  iihroid 
■agnized  are: 
ire  often  menorrhagia.  than  atBenorrlaefk. 
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{2)  A  very  bold  and  often  irregular  outline  to  the  abdom^Mi 
tumor. 

(3)  On  palpation  the  tumor  is  hard  and  knobby. 

(4)  Absence  of  felal  heart  sounds  and  movements.  The 
outline  of  a  fetal  body  is  frequently  simulated  by  the  knobs  ot 
a  fibroid  in  an  astonishing  manner. 

Ovarian  Cyst. —  (1 )  An  oval  instead  of  jiyriform  alidominal 


(a)  Often  vicarious  menstruation  or  persistence  of 
struation. 

(3)  Absence  of  the  objective  signs  of  pregnancy,  though 
subjective  may  be  perfectly  simulated. 

(4)  By    vaginal    examination    the    uterus   is   found   si 
hard  and  often  pushed  far  to  one  side. 

Ascites  can  usually  be  diagnosed  by  the  dullness  in 
and  tympany  in  the  center  of  the  abdomen;  the  charactei 
Hailened  abdomen  with  prominent  flanks  when  the  palie 
recumbent,  ami  the  absence  of  the  objectWe  ^v?,^* of  vregni 
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1  and  abdominal  fat  can  be  diagnosed  by  noling 
newness  o£  the  abdominal  wall;  by  the  doughy  consisi- 
i  the  abdominal  tumor  and  by  the  absence  of  the  ob- 
of  pregnancy. 

i  diagnosed  by  the  tympany  over  the  entire 
,  even  upon  deep  percussion,  and  the  absence  of  ail 
t  symptoms  of  pregnancy,  especially  by  vaginal  ex- 
ust  be  remembered  ihal  tympanites  may 
1  pregnancy  if,  as  sometimes  happens,  the  intestines 
I  the  uterus  and  abdominal  wall  and  become 


tnded  Bladder. — Here  the  catheter  gives  an  un- 
ns  of  diagnosis.     The  bladder  may  be  enormously 
;  one  in  the  author's  service  at  the  Philadelphia 
1  Hospital  contained  170  ounces. 
r  case  of  doubt,  an  examination  under  an  anesthetic 
f  be  necessary.    It  must  be  remembered  that  pregnancy 
I  with  any  of  the  above  conditions,  and  that  the  diag- 
f  early  pregnancy  complicaled  by  any  one  of  them  is 
h  extremely  difficult,  and  can  only  be  made  by  a  careful, 
1  search  for  the  objective  symptoms  of  pregnancy, 
ctive  symptoms  can  be  so  closely  simulated  as  to 
" '  ler  ibcm  useless  for  diagnostic  purposes. 

!ETHODS  OF  PRECISION  IN  DIAGNOSIS  OF  PREGNANCY 

Abderhalden  Test.— The  serologic  diagnosis  of  pregnancy. 
A  ire^h  piece  of  human  placenta  is  washed  and  boiled.  It 
I-  covered  with  the  blood  serum  (10  mils)  of  the  woman  to  be 
•ifd.  placed  in  a  dialysation  lube,  which  is  then  hung  in  a 
'■^*1  of  distilled  water.  After  dialysation  has  progressed 
I  Ji  sixteen  hours,  in  the  incubator,  the  dialysate  is  tested  for 
[mndn  derivatives  by  ninhydrin.  If  they  are  present,  a  blue 
(lAw appears.  The  technic  is  difficult;  the  results  uncertain, 
r  cent,  of  women  give  a  positive  reaction  at  the 
B>lnial  periixl,  and  a  positive  reaction  can  sometimes  be 
1  the  Wood  of  a  msa. 


Pl&ceatin  Test — The  bjeclion  of  a  placental  cxlraciinU 
dermically  should  be  followed  by  a  local  reaction  some' 
I  similar  to  the  von  Pirquet  reaction  in  tuberculosis.  Tlus 
I  a  high  percentage  of  error,  and  is  useless  except  in  priiiii[ 
X-ray. — The  fetul  skeleton  is  transparent  to  the  rays 
L  to  the  sixth  month  of  pregnancy.  Hence  this  method  i 
I  available  in  the  early  diagnosis. 

Duration  of  pregnancy  is  273  days,  if  counted  from  imprr;- 
nation  of  the  ovum  of  (he  last  period;  or  253  days  if  counwi| 
from  impregnation  of  the  ovum  of  the  missed  period. 

fbor  occurs  on  an  average  of  269  days  after  a  single  fruitiul' 
coitus,  but  the  junction  of  the  ovum  and  spennatozooo 
not  immediate. 

Pregnancy  is  prolonged  over  300  days  b  6  per  cent. 
women.  Sometimes  as  long  as  330  days  or  longer.  Tht  bt 
of  legitimacy  (Napoleonic  Code)  recognizes  the  legitimacy  nl 
the  child  born  181  to  302  days  after  conception. 
Missed  labor  is  the  occurrence  of  a  few  pains  at  tfac  u- 
[  pected  term  and  then  their  subsidence  and  inaction  for  1 
variable  period. 

EBtimation  of  the  date  of  labor  is  usually  done  by  counting 

back  three  months  from  the  date  of  the  last  menstrual  periiid, 

and  adding  seven  days.     This  gives  approximately  the  Ant 

r  of  labor.     In  April  and  September  six  days;  in  December  and 

[  January  five  days  and  in  February  four  days  are  to  be  added. 

When  the  menstrual  history  is  uncertain  or  when  the  patient 

has  conceived  during  lactation  we  can  arrive  at  an  apprt 

mate  idea  from  (i)  the  height  of  the  fundus  uteri;  (2)  the  daW 

of  quickening  (four  and  one-half  to  five  months);  and  i^\ 

^L   the  occurrence  of  subsidence  of  the  uterus  (one  to  two  weeks 

^ft  before  term). 

^H     The  height  of  the  fundus  at  the  different  months  is: 
^H      Fourth  month— just  above  the  symphysis. 
^H     Fifth  month — half  way  from  symphysis  to  umbilicus, 
^H      Sixth  monlh^at  the  umbilicus. 
^H   Seventh  month— four  fingers  bteadtVi  above  v\\e  \KtCa&Ks 
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hmonth — half  way  frum  the  umbilicus  In  ilie  xiphoid. 
month — at  ihc  xiphoid  cartilage, 
rttaHi  month — dtsccnds  to  the  locaiioii  at  the  eighth  month,  I 

!  the  preseniing  part  enters  the  superior  strait. 
'Sips  (rf  Patient  being  at  Full  Tenn.-  Uislory.—iihe  de- 
ibes  the  occurrence  of  subsidence  of  the  uterus,  with  con- 
derable  increase   o[  pressure   in   the   pelvis,   backache  and  | 
rilabilily  of  the  bladder. 
'  Abdominai    Examinaliim. — The    fundus   uleri    is    one-half  I 
By  from  the  umbilicus  to  the  xiphoid;  the  child'^  back  is  J 


about  twelve  inches  long,  and  the  head  has  obviously  entered 
the   superior   pelvic   strait. 

Vaginal  Examinalion.— The  child's  head  is  low  down  and  w 
igedia  the  superior  strait ;  the  cervix  issomewhat  shortened 
possibly  has  begun  to  dilate,  admitting  one  finger. 
All  these  signs  indicate  that  labor  is  fairly  immineni,  and 
have  their  greatest  importance  in  primiparie. 

Examinations  Necessary  in  Pregnancy. — In  a  normal  preg-  I 
nancy  the  paiicnt  shoulil  he  examined  at  least  vhiee  limes.  ' 
examination  is  made  at  the  time  sbe  coU'iuXV's  \.\vi 
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physician,  lu  <.'ngage  him  fur  hercunlJiiL-niuiL.  Il shtnildctt^^y 
sist  of  a  careful  t»earch  for  the  symptoms  of  pregiutncy,  '^'^^L 
the  correct  diagnosis  l>e  established;  a  further  vaginal  end^^K 
nation  to  determine  whether  ihere  exist  any  defomnily  <^^| 
anomaly  likely  to  make  the  labor  difficult;  a  careful  measun^H 
ment  of  the  maternal  pelvis  and  an  examination  of  the  paticnl^^H 
heart  and  lungs.  ^H 

The  second  examination  should  be  made  four  weeks  befool 
term.  It  should  be  directed  chiefly  toward  ascertaining  ll<^| 
size  of  the  child  and  proportionate  relations  of  the  preseDtIn{E 
part  to  the  pelvic  inlet.  In  this  way  can  be  recognized  any  h 
overgrowth  of  the  infant,  and  labor  can  then  be  induced  fronA 
two  to  four  weeks  before  term.  ^H 

The  third  examination  is  ordinarily  made  two  weeks  befoifl 
term.  In  this  the  position  of  the  child  should  be  carefull^| 
mapped  out.  The  method  of  making  the  diagnosis  will  aB 
given  here;  the  reasons  for  and  frequency  of  the  different  pre^| 
entations  belong  to  the  section  on  the  mechanism  of  laboi« 
The  patient  Is  arranged  Hat  on  her  back  on  a  bed  or  suilaUlfl 
examining  table;  her  clothing  should  be  arranged  to  expose  th^l 
abdomen  and  a  sheet  should  then  be  thrown  over  her,  so  tbafl 
there  is  no  unnecessary  exposure.  The  abdominal  exammaJ 
tion  should  be  made  through  this  sheet.  H 

The  most  easily  pali>able  portion  of  the  fetus  is  the  ba^S 
Its  position  is  diagnosed  by  making  pressure  with  the  finglfl 
tips  on  one  side  of  the  abdomen,  gradually  moving  them  acro^| 
to  the  other  side  In  a  series  of  tapping  movements.     The  bad9 
can  be  felt  giving  a  broad,  even  sense  of  resistance  on  one  side, 
in  contrast  to  the  softer  cystic  feel  of  the  rest  of  the  uterus 
The  extremities  can  usually  be  felt  in  the  upper  portion  of  the 
uterus,  on  the  side  opposite  that  on  which  the  back  was  found. 
The  examining  hand  outstretched  makes  a  series  of  rubbing 
movements  over  that  portion  of  the  uterus,  and  the  extremities 
are  felt  as  hard  cyllndric  bodies  which  move  away  from  the 
examining  hand  as  it  displaces  them  or  as  the  child  itself 
changes  ibek  position. 
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s  the  presenting  part  in  95  per  cent,  of  all  cases, 
ftfelt  above  the  superior  strait.  For  this  examination 
tp&j-sician  stands  by  the  pauent's  side,  facing  her  feet.  His 
v-tips  are  placed  upon  the  abdominal  wall  just  above 
's  ligament,  on  either  side,  the  middle  finger  correspond- 
J  to  the  middle  of  the  ligament.  Pressure  is  then  made 
wUly  in  a  direction  downward  and  inward,  and  the  bead 
h  be  fell  between  the  finger-lips.  A  fairly  accurate  idea  of 
■size  can  be  gained  in  this  way,  and  also  its  relative  size  to 
I  pcK'ic  irJet,  bv  trying  to  force  the  head  into  the  pelvis. 
Auscultation. — By  auscultation  can  be  heard  ihe  fetal  heart 
Sounds,  the  fetal  movements,  the  uterine  and  funic  souffles. 
The  fetal  heart  sounds  have  already  been  described.  They 
are  heard  most  plainly  over  the  fetal  back.  In  a  left  occipito- 
anterior position  of  a  vertex  presentation  they  are  heard  most 
plainly  at  a  point  one  inch  lielow  and  one  inch  lo  the  left  of 
the  umbilicus..  In  right  occi  pi  to-anterior  positions,  one  inch 
below  and  to  the  right  of  the  umbilicus.  In  right  or  left 
occipitopoBterior  positions,  on  a  line  one  inch  below  the  umbili- 
cus in  the  right  or  left  tlank.  In  breech  presentations  above 
the  umbilicus  and  in  transverse  presentations  just  above  the 
symphysis. 

-Diagnous  of  Prior  Pregnancy.— The  signs  usually  left  by  a 
r  pregnancy  are: 
R.  Breasts  pendulous,  areola  darkened  and  often  stria-. 
.  Abdominal  walls  tlaccid  and  marked  by  striic. 
.  Frequently  diastasis  of  the  rectus  muscles. 
H*  Destruction  of  the  hymen  and  presence  of  myrtiform 
incles. 

.  Possibly  laceration  or  relaxation  of  perineum. 
■  Vaginal  walls  smooth  and  rugaj  lost 
a.  Cervix  cylindric  instead  of  conic. 

.  Possibly  cervical  lacerations. 
p.  Change  in  external  os  from  a  circular  opening  Co  a  trans- 
esUt. 

e  of  importance  in  medicolegal  work. 
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Diagnosis  of  Death  of  Fetus.^Usually,  upon  ihe  death  of 
the  fetus,  spontaneous  aliortion  occurs.  In  early  pregnancy 
the  disappearance  of  the  subjective  signs;  the  appearance  of 
milk  in  the  breasts;  the  failure  of  the  abdomen  to  enlarge 
when  measured  from  week  to  week  are  important  presumptive 
signs. 

In  late  pregnancy,  the  failure  of  the  abdomen  to  enlarge; 
the  disap[>ea ranee  of  fetal  heart  sounds  and  fetal  movements 
that  had  pre\'iuusly  been  heard,  seen  and  felt  would  Indicate 
the  death  of  the  child. 

When  the  membranes  are  not  ruptured  the  product  of  con- 
ception does  not  putrefy;  it  macerates,  and  may  be  retained 
for  months.  In  all  cases  of  doubt,  assume  that  the  child  is 
alive. 

Predeterminatioii  of  Sex,^ — Is  not  possible,  except  in  a  breech 
presentation  in  labor.  The  normal  ratio  is  106  boys  to  100 
girls  at  birth.  The  death-rate  in  boys  is  somewhat  higher 
than  girls,  so  thai  at  puberty  the  sexes  are  about  equal. 

Pseudocyesis  or  spurious  pregnancy  is  the  name  given  lA 
a  condition  in  which  the  patient  firmly  believe,';  that  she  b 
pregnant.  It  is  most  often  seen  in  women  intensely  anxious 
for  or  in  dread  of  maternity,  or  in  those  whom  an  abdominal 
enlargement  from  some  cause,  most  often  obesity  assodalci.i 
with  amenorrhea,  has  led  ihem  to  suspect  pregnancy.  Usu- 
ally a  positive  assurance  that  she  is  not  pregnant  is  sufficient  in 
convince  the  patient,  but  occasionally  even  the  most  positivi' 
statement  will  fail  to  disabuse  her  of  the  idea. 

MANAGEHEPTT  OF  NORMAL  PREGNANCY 

I        The  following  are  the  more  important  rules  for  the  manage- 
ment of  pregnancy: 

I,  A  specimen  of  urine  (four  oimces  mixed  night  and  morn- 
ing) should  be  sent  for  examination  every  two  weeks  until 
[he  last  month;  then  every  week. 

■   J.  The  patieai  should  report  eil  ones  au^  peiMsftAttV. 'ciawi- 
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ache,  failure  of  vision  or  digestive  disturbances,  bringing  a 
specimen  of^  urine  with  her. 

3.  The  blood-pressure  should  be  taken  every  two  weeks 
until  the  last  month  and  then  every  week. 

4.  She  should  eat  a  carefully  selected  diet,  meat  or  the  more 
nitrogenous  vegetables  only  once  a  day,  and  an  excessive 
appetite  should  not  be  gratified. 

5.  Her  exercise  should  be  reduced  below  what  she  has 
been  in  the  habit  of  taking,  and  all  violent  forms  avoided. 

6.  She  should  not  lift  weights  of  any  kind. 

7.  She  should  guard  against  exposure  to  cold  and  wet, 
and  should  wear  rubbers  in  wet  weather. 

8.  The  nipples  should  be  treated  twice  daily  with  glycerole 
of  tannin  and  water,  equal  parts,  for  the  month  preceding 
confinement. . 

9.  She  should  use  regularly,  a  moulh  wash  of  milk  of 
magnesia. 

10.  She  should  be  particularly  careful  at  the  time  corre- 
sponding to  what  would  have  been  a  menstrual  period. 

Coitus  in  pregnancy  is  unwise  at  any  lime.  It  is  most 
dangerous  in  the  first  three  months,  and,  particularly,  in  the 
last  six  weeks.  The  chief  dangers  are  abortion ;  aggravation  of 
the  nausea  and  vomiting  in  early  pregnancy,  often  causing  it 
to  become  pernicious;  infection,  at  any  time  in  pregnancy,  but 
particularly  in  the  last  few  weeks.  It  is  wisest  to  explain  the 
risks  to  the  patient  and  her  husband,  and  advise  against  the 
practice  entirely.  The  risk  is  least  in  the  middle  three  months 
of  pregnancy,  except  at  the  time  that  would  ordinarily  have 
been  a  menstrual  period. 


CHAPTER  IV 

NORMAL  LABOR  (EUTOOA) 

Causes  of  Labor. — The  onset  of  labor  is  due  to  a  combinir- 1 
tion  of  causes,  the  chief  of  which  are; 

.  Maturity  of  ike  Ovum. — During  the  last  month  of  preyl 
nancy  the  attachments  of  the  child  to  the  uterus  are  loosened,! 
'  by  a  process  of  fatty  degeneration,  so  thai  at  term  it  is  pracli- 1 
cally  a  foreign  body  in  the  uterus,  and  as  such,  stimulates  thel 
Uterus  to  contract.  This  process  is  analogous  to  the  ripening'! 
of  fruit  on  a  tree;  its  attachmenis  l>ecoming  so  loosened  ihslX 
a  slight  jar  is  sufficient  to  sever  ihem, 

2.  /'(m'(i»i«M'(v.— The  average  dale  of  labor  corresponds  j 
what  would  have  been  the  tenth  menstrual  period,  dating  fro 
conception;  a  time  at  which  the  uterine  muscle  is  exceptionally 
irritable  and  liable  to  contract  upon  slight  provocation. 

3.  Overdistention  oj  the  Uterus.— Li\ce  ail  hollow  muscular 
organs,  the  uterus  will  tolerate  distention  up  to  a  certain 
point;  then  it  is  stimulated  to  contract.  This  point  is  reacheii 
at  about  the  tenth  lunar  month  of  pregnancy. 

4.  Habit. — A  rather  indefinite  cause,  meaning  that,  as  for 
numberless  generations,  women  have  brought  forth  their 
children  al  about  the  fortieth  week  of  gestation,  (he  uterus 
b  influenced  by  habit  to  begin  its  contractions  at  this  lime.JI 

5.  Anaphylaxis  theory,  supposedly  due  to  a  sudder 
mission  of  fetal  serum  through  the  placenta  into  the  maten 
circulation,  and  by  anaphylactic  reaction  causing  the  ulem 
to  contract;  a  rather  doubtful  premise. 

The  symptoms  of  imminent  or  beginning  labor  are: 

.  Subsidence  of  tlie  uterus,  occurring  from  one  to  two  w 

before  term.     It  is  due  to  the  contractions  of  the  uterine  a 


Jjdominal  muscles  forcing  the  presenting  part  into  the  supe~ 
r  strait,  and  is  a  premonitory,  not  an  actual,  sign  of  labor.  ■ 
>.  Char acteri Stic  tabor  pains,  which  occur  at  intervals  of 
I  to  fifteen  minutes,  They  are  centered  chiefly  in  the  siv 
un,  radiating  from  there  toward  the  anterior  portion  of  the 
idomen,  last  for  about  a  minute,  and  during  the  pain 
lie  abdomen  becomes  hard  and  the  uterine  outline  more 
■eminent. 

3-  The  sJiow  or  discharge  of  the  plug  of  mucus,  slightly 
tinged  with  blood,  which  has  occluded  the  cervical  canal 
throughout  pregnancy. 

4.  Dilatation  of  the  Cervix  Uiitk  Obliteration  of  its  Length, — 
This  is  the  most  valuable  and  important  of  the  symptoms 
^of  beginning  labor.  The  degree  of  dilaUiion,  as  labor  ad- 
^Lyances,  can  be  roughly  estimated  by  the  number  of  fingers 
^Wbat  can  be  inserted  in  the  canal,  or  by  comparing  the  size 
^■of  the  canal  with  coins  of  difEerent  denominations  (half-dollar, 
dollar,  etc.). 

The  Stages  of  Labor. — ^Labor  is  divided  into  three  stages, . 
called  first,  second  and  third  stages.    The  first  stage  is  from 
he  beginning  of  labor  to  the  complete  dilatation  of  the  cervix; 
Ae  second  stage  from  the  complete  dilatation  of  the  cervix 
o  the  birth  of  the  child;  the  third  stage  from  the  birth  of  the 
Jiild  to  the  eitpulsion  of  the  placenta  and  membranes. 
The  duration  of  the  first  stage  varies  considerably,  depend- 
I  ing  upon  the  age  of  the  patient,  whether  she  is  a  primipara  or 
multipara,  the  presentation  of  the  child,  etc.     In  priraipariB,, 
the  length  of  the  first  stage  is  ordinarily  twelve  hours.     The 
length  of  the  second  stage  is,  on  the  average,  from  four  to 
five  hours  in  a  primipara  and  about  half  that  in  a  multipara. 
The  length  of  the  third  stage  is  about  twenty  to  thirty 
minutes.    The  total  length  of  labor  in  a  vertex  presentation 
in  primiparse  is  about  eighteen  hours,  although  twenly-four 
hours  is  not  at  all  unusual.     In  breech  presentations,  on  ac^H 
^^count  of  the  inordinately  long  first  stage,  a  labor  ol  thirty-d|^| 
^■10  forty-eight  hours  is  common.  ^H 
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THE  MANAGEMENT  OF  NORMAL  LABOR 

On  receiving  a  call  to  attend  a  case  of  labor,  the  physii 
should  respond  promptly.  The  armamentarium 
is  largely  a  matter  of  personal  preference,  but  the  followi 
articles,  with  those  provided  by  the  patient  herself,  will 
found  sufficient  for  an  ordinary  case: 

One  obstetric  bag  (i8  to  ao  inches  long). 

Nail  brush. 

Eight  ounces  tincture  green  soap. 

One  bottle  antiseptic  tablets. 

Two  ounces  liq.  cresolis  comp.  (lysol). 

One  tube  carbolized  vaselin  or  K.  V.  Jelly. 

One  obstetric  forceps  (Simpson). 

One  outlet  forceps  (Hale- Sawyer). 

Hemostats  and  scissors. 

Needles  and  needleholder  (for  immediate  repair,  if  don 

Glass  tubes   (not  envelopes)   of  number  i  and  3  chroi 
catgut. 

Silkworm  gut. 

Hypodermic  syringe  and  tablets. 

Two  pairs  of  rubber  gloves. 

Gown. 

Ether  and  chloroform. 

Pituitrin  and  aseptic  ergol  (for  hyTiodermic  use). 

Two  double  lenacula. 

One  placental  forceps. 

One  jar  of  uterine  packing. 

One  tube  of  tape  for  lying  cord. 

The  articles  provided  by  the  patient  are: 

One     dozen     towels,     freshly     laundered     and     prefera 
sterilized. 

Six  sheets. 

Protective  bed-pads,  either  nursery  cloth  (one  yard  squs 
or    newspajiers    sewed    up    in    cheesecloth.     Preferably 
former. 
Rubber  sbeetiag  1.5  X  2  yards. 
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i  yards  sterile  gauze. 
wo  pounds  absorbent  cotton. 
bdominal  and  breast  hinders. 
huincl  binders  6  X  i8  inches  for  baby. 
B^m  powder. 
Rlr  dozen  safety  pins. 
louche  and  bed-pan. 
"ouniain  syringe. 
tath  thermometer, 
lectal  tube. 

ioft  rubber  catheter,  size  number  17  F. 
Two  or  3  basins. 
?his  list  can  be  amplified  considerably,  according  to  pet^ 
al  preference,  but  can  hardly,  without  sacrifice  of  efficiency, 
reduced. 

taminations. — The  examinations  necessary  to  determine 
Bndition  of  the  patient  are  best  carried  out  in  the  follow- 
Bder:  The  phN-sician  questions  the  patient  concerning  the 
ns;  how  long  they  last;  the  interva!  between  them;  their 
ractcr  and  severity,  etc.  Having  ascertained  these  points, 
abdominal  examination  is  next  made.  For  this  the  patient 
^t  on  her  back  on  the  bed,  her  clothes  rolled  up  above  the 
^pf  the  fundus,  the  bed  clothes  turned  down  to  about  the 
B  one-third  of  her  thighs  and  a  sheet  thrown  over  her 
tnat  there  is  no  exposure.  Through  this  sheet  the  fetal 
ly  can  be  palpated,  the  fetal  heart  sounds  heard,  as  well  as 
the  abdomen  were  bare.  The  next  examination  is  the 
linal  examination. 

Paginal  Examination. — For  this  the  patient  is  best  arranged 
ig  upon  her  side,  usually  the  one  toward  which  the  fetal 
:k  looks.  Her  buttocks  are  al  the  edge  of  ihe  bed;  her 
jhs  well  flexed  on  the  abdomen  and  legs  on  the  thighs.  A 
el  is  then  thrown  over  her,  falling  well  over  the  edge  of  the 
,  While  the  patient  is  being  thus  arranged  by  her  nurse  or 
fBttendaat.  the  physician  can  be  cleaning  V\\s  \iB.ii<i%. 
s  fifJand  cleansing  is  the  following: 
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1 .  The  hands  should  be  smooth  and  the  nails  irimmed  sh| 

2.  They  are  scrubbed  with  a  nail  brush,  green  soap  a 
water  for  ten  minuter,  by  the  dock,  using  hot  running  wi 

3.  The  soap  is  rinsed  off  and  the  hands  scrubbed  for  I 
minute  in  alcohol  (^5  per  cent.}. 

4.  A  pair  of  rubber  gloves,  sterilized  by  boiling,  is  then^ 
on,  and  the  examination  made. 

The  nurse  lifts  up  the  sheet,  covering  the  patient,  expt 
the  patient's  genitalia.     She  then  lifts  up  the  up]>er  1 
«i  that  ihc  vulvar  orilice  is  exposed.     The  physician,  \ 


pledget  of  cotton  soaked  in  lysol  solution,  i  dram  to 
(the  use  of  bichWid  solutions  in  labor  is  dangerous 
baby's  eyes.as  some  of  the  fluid  is  sure  to  remain  in  the  v. 
wipes  off  the  vulva  in  a  direction  toward  the  anus,  and 
his  gloved  finger  directly  by  the  sense  of  siglU,  into  the  > 
The  old  practice  of  groping  under  the  sheet  for  the 
orifice  is  extremely  dirty  and  should  never  be  done. 

What  is  learned  by  vaginal  examination; 

1.  The  condition  of  the  perineum  (rigid  or  relaxed}. 
J.   The  condition  of  the  vaginaV  wa-Ws,, 
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6,  The  condiUoo  of  the  membranes  (intact  or  ruptu 

7.  The  character,  size  and  position  of  the  presenting  p 
Rfdai   examitialian   has  been  suggested,  and  qui 

sively  employed,  as  a  substitute  for  vaginal  examination, 
risk  of  infection  is  much  less,  and  the  method  is  to  be  prefer 
in  cases   where   proper  aseptic   lechnic  is  impossible, 
difficulties  of  diagnosis  are  easily  overcome,  and  the  metS 
has  much  to  commend  it. 

The  Frequency  i>/  F.xaminalions. — They  should  be  limite 
[hi-  ■^mallL'sl  |>o^^i1)li-  iiiimlHr.     One  during  the  first  sta 


I 


FiO.  31,^ — General  a 
arranged  for  vaginal  c 
clearness,  the  sheet  cav 


ing  ber  U  omitted. 


one  or  two  during  the  second  stage  are  usually  sufficient.  The  I 
hand  cleansing  described  above  should  be  carefully  carried  out  | 
before  each  examination. 

When  it  has  been  ascertained  that  the  patient  is  in  labor.  | 
the  first  thing  to  be  done  is  to  clean  out  the  bwer  bowel  by  an 
enema.     A  cathartic  should  not  be  used,  as  it  is  unnecessary  to   ' 
empty  anything  but  the  lower  bowel.     The  patient  should  takt 
a  full  bath,  if  her  personal  hygiene  is  open  to  criticism,  and 
should  in  any  case  put  on  clean  undeic\o\.\Ske£.  &a&  k>^\.  ^«^~ 
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i  early  part  of  her  labor  she  may  be  allowed  to  move  " 
room  if  she  desires,  and  should  be  put  to  bed  when 
Hal  OS  has  readied  the  size  of  a  silver  dollar.  From 
lon  she  shouhl  not  be  allowed  out  of  bed.  The  pubic 
lid  be  shaved  or  clipped.  Depilatory  pastes  (barium 
tnd  starch)  are  not  reliable  and  often  very  irritating. 
ntion  of  Room  and  Bed. — The  room  in  which  thelabor 
pee  should  not  contain  any  unnecessary  hanging.     It 


suony  and  well  ventilated,  and  ample  provisiof 

made  for  artificial  light,  at  night. 
d  should  not  be  low.  It  is  prepared  for  the  labor  by 
the  central  portion  of  the  mattress  with  a  piece  of 
leeling  about  a  yard  wide  and  two  yards  long.  An 
sheet  next  covers  the  whole  mattress.    On  top  of 

xqnd  rubber  sheet,  of  the  same  size  as  iVc  ^«^^, 
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covered  by  a  drawsheeL  sUghdy  wider  than  the  rubber, 
top  of  this  is  ibe  absorbent  obstetric  pad,  best  made  of  apitc^ 
of  nursery  cloth  one  yard  square,  which  has  been  boiled  u 
dried.     It  is  secured  to  the  mattress  by  safety  pins. 

At  the  head  of  the  bed  should  be  a  table  covered  by  a  al 
On  this  table  are  arranged  (:)  a  basin  of  i  dram  to  2  pinl 
lysol  solution  containing  numbers  of  large  pledgets  of  coHofl 
(a)  ^^  dozen  dean  towels;  (3)  a  small  basin  of  borack  b 
solution,  Id  grains  to  the  ounce,  containing  some  squares  d 


I 


lint;  (4)  carbolized  vaselin;  (5)  a  small  basin  containing  ih. 
tape  for  the  cord,  soaking  in  lysol  solution;  (6)  scissors  for  tin. 
cord,  sterilized  by  boiling. 

A  chair  is  placed  at  the  side  of  the  bed,  and  a  waste  bucket, 
for  waste  material,  at  the  foot  of  the  chair. 

Arrangements  should  be  made  for  an  abundant  supply  of 
boiled  water,  by  boiling  three  pitchers  in  a  clothes  boiler  full 
of  water,  filling  the  pitchers  from  this  water  and  allowing  them 
to  cool.  By  mixing  this  water  with  a  fresh  supply  of  hot 
''o^ed  water  sterile  water  at  any  Atsued  vevn^Ta-VMift  i:a.tvNN> 


The    iMjillcd  (tistilltd 
I  perfectly  for  the  cold  water. 

Managehbrt  of  First  Stage 
g  the  first  stage  of  labor,  very  little  activity  on  the 
ifae  physician  is  required.     The  patient  should  be 
bed  when  the  external  os  is  tbe  size  of  a  dollar.     It  is 
for  the  physician  to  be  away  from  his  patient,  if  the 
ire  coming  as  often  as  every  five  minutes. 
il  of  danger  to  child  in  labor  are  a  fetal  heart  beat 
[  to  loo  or  below  (except  during  a  pain)  and  discharge 
pnium  into  the  liquor  amnii  (except  in  a  breech  pres- 
B).     Tbe  fetal  heart  rate  should  be   counted  at   fre- 
kitervals  during  labor.    The  cessation  of  fetal  move- 
labor  is  common,  and  usually  without  significance. 
L  and  vomiting  in  labor,  especially  in  the  first  stage, 
mcommon.     It  is  due  usually  to  nervous  reaction,  and 
luse  no  alarm.     If   the  first   stage  has  been  unduly 
led  and  food  has  been  withheld,  it  may  he  dui 
If  so  a  light  meal  is  beneficial. 

Management  of  Second  Stage 

I)  the  dilatation  of  the  cervix  is  complete,  the  pains 
in  character.  They  are  closer  together,  more  severe, 
ring  each  pain  the  patient  strains  with  all  her  might, 
into  play  the  abdominal  muscles.     In  this  stage  the 

I  can  materially  aid  his  patient. 
Bietics. — The  need  for  an  anesthetic  is  usually  first 
dng  the  second  stage. 

lelhods  employed  are: 

Cf, — This  is  not  given  continuously,  but  only  for  a 
ftths  at  the  beginning  of  each  pain.  When  the  pain 
K  few  drops  of  ether  are  poured  on  a  piece  of  gauze, 
liver  the  patient's  face,  and  she  is  told  to  breathe 
When  the  pain  passes  off,  the  gauze  is  reroove,d,  and 

\t  the  beginning  ol  the  next  pain. 


4 


i 


So  NORMAL    LABIIK    (eLTTIKTIA) 

This  has  the  meril  of  safely  to  recommend  it. 

2.  Chloroform. — This  is  said  !o.  be  safer  during  pre 
and  labor  than  at  any  other  time.  The  method  of  a 
traLion  is  the  same  as  ether,  but  smaller  quantities  are  re 

j.  Scopolamin  and  Morphin,  or  Twilight  Sleep. — The  ] 
is  given  an  initial  dose  of  J-^  grain  morphin  sulphate  a 
grain  scopolamin  hypodermically.  Forty-five  minutei 
a  second  hypodermic  of  ^oo  grain  scopolamin  is 
Then  further  doses,  as  required,  of  scopolamin  are  givea 
dermically,  Hoo  '■>'  Mso  grain,  the  test  being  the  j 
memory  of  objects  shown  her.  The  room  must  be  daj 
and  all  unnecessary  noise  eliminated.  "Twilight 
does  not  mean  a  painless  labor,  but  simply  a  lack  of  i 
of  what  has  occurred.  It  has  certain  dangers.  Inertia 
postpartum  hemorrhage;  frequent  need  of  forceps  de 
asphyxia  of  the  baby;  and  occasional  severe  mania. 

Narcophen,  the  drug  recommended  by  Kjonig  and  i 
is  a  proprietary  narcotin-morphin-meconate, 

4.  Nilroiis  oxid  and  oxygen  is  safe  and  often  acts  s; 
There  is  a  high  percentage  of  failure,  however.  It  is 
during  the  second  stage,  and  given  only  for  four  to  six  b 
at  the  beginning  of  each  pain.  Two  to  three  per  cent.  □ 
gen  is  the  usual  amount,  but  many  patients  require  purei 
oxid.  There  is  danger  of  asphy.xia  to  the  baby  if  the  d 
becomes  cyanosed.  The  method  is  also  expensive,  as  ( 
erable  gas  is  needed,  and  it  requires  a  trained  i 
for  its  proper  administration. 

S-  Spinal  anesthesia  is  too  evanescent  and  unrelia 
be  depended  upon.  Its  field,  if  it  has  any  at  all  in  obs 
is  just  before  the  delivery  of  the  head. 

6.  Injection  of  the  sacral  hiatus  with  ^400  novocain  s 
is  of  little  value.  The  anesthesia  secured  is  short,  and 
best  incomplete, 

7.  Cannabis  indica  has  been  used,  with  small  success. 
fourth  grain  of  the  extract  is  the  initial  dose,  but  its  u 

o/tea  fallowed  by  intense  excilement. 
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. — To  aid  the  patient's  abdominal  muscles  in  their 
expel  the  child,  a  puller  is  often  employed.  This  is  a 
led  on  its  long  axis,  to  form  a  rope,  which  is  securely 
tie  foot  of  the  bed,  best  at  one  comer  and  not  in  the 
A  pillow  is  placed  against  the  foot  board  of  the  bed, 
atient  to  brace  her  feet  against.  She  is  given  the  end 
eet  and  told  to  pull  and  strain  during  the  pain.  The 
e  puller  is  discontinued  when  the  perineum  begins  to 

re  of  Membranes. — ^The  question  of  rupture  of  the 
les  usually  arises  at  this  time.  Unless  they  rupture 
rously,  a  safe  rule  to  follow  is  not  to  rupture  them  in  a 
a  unless  they  appear  at  the  vulva,  and  in  a  multipara 
&n  the  dilatation  of  the  cervix  is  complete.  They  are 
L  with  a  single  blade  of  a  pair  of  scissors  or  pinched 
with  a  pair  of  placental  forceps.  It  is  often  difficult, 
earing  rubber  gloves,  to  distinguish  the  membranes 
;  scalp.  The  scalp  wrinkles  during  a  pain,  the  mem- 
>ulge;  the  scalp  is  rough,  the  membranes  smooth;  the 
ually  has  hair,  the  membranes  not. 
ly  be  necessary  to  wait  until  the  membranes  bulge 
L  pain,  to  make  sure  whether  they  are  ruptured. 
ssed  Fecal  Matter. — In  the  latter  portion  of  the  second 
nail  masses  of  fecal  matter  are  often  extruded  from  the 
iring  a  pain.  They  should  be  wiped  away  with  a 
of  cotton  soaked  in  lysol  solution  3  i  to  Oii,  wiping  away 
e  vulva,  and  the  pledget  of  cotton  thrown  in  the  waste 
It  the  side  of  the  bed. 

ig  of  the  Perineum. — 'W^cn  the  head  has  descended 
elvic  floor  and  the  rotation  is  c()mj)lete,  it  is  seen  that 
a  pain  the  anus  dilates  slightly  and  the  perineum 
>utward.  At  this  time  the  physician  should  take  his 
his  patient's  side,  as  her  delivery  is  imminent. 
ladder  in  labor  is  of  common  occurrence,  and  is  easily 
ed  by  the  soft,  cystic  mass  of  the  bladder  under  the 
bdomwal  wall.    It  is  annoying  to  the  patient.  2tud 
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attended  with  some  risk  of  injury  to  the  bladder  in  t 
second  stage.     If  the  patient  cannot  ^-oid  urine,  she  shout 
catheterized  with  a  soft  rubber  catheter.    Even  if  the  h 
far  down,  the  catheter  can  be  passed  into  the  bladder  B 
forefinger  of  one  hand  is  placed  between  the  head  i 
symphysis  pubis,  and  with  this  finger  the  catheter  i 
upward  and  forward  into  ihe  bladder. 

Poeitioa  of  Patient  for  Delivery.— The  patient  is  besti 
livered  lying  on  her  side,  her  buttocks  close  to  the  edge  of  B 
bed,  her  thighs  flexed  upon  her  abdomen  and  her  legs  upon  lirr  1 
thighs.  The  legs  are  separated  by  a  pillow,  rolled  to  for:;; 
cylinder,  placed  between  the  patient's  legs/rom  tke  knees  dr-.. 
The  sheet  covering  her  is  looped  up  around  her  upper  butt'  ■ 
and  the  opening  thus  made  surrounded  by  sterile  towels. 

Leg-cran^is  in  labor  are  frequent  and  most  annoying,  lb 
affect  most  often  the  muscles  of  the  calf,  and  next  the  ihi-' 
By  holding  the  leg  up,  at  an  angle  of  30  degrees,  fully  extemi. 
and  pressing  the  foot  forcibly  upward,  the  cramp  can  quickU  ' 
relieved. 

Distention  of  the  Vulva. — A&  the  head  descends,  the  vulva 
gapes  slightly  during  each  pain.  The  child's  scalp  b  visible. 
After  the  pairi  the  head  usually  recedes  somewhat,  descending 
slightly  further  at  the  next  pain. 

Protection  of  the  Perineum. — The  perineum  stretches  until 
it  is  apparently  as  thin  as  paper  and  is  obviously  in  danger  of 
rupture.  Some  of  the  strain  can  be  taken  off  it  by  retarding 
the  advance  of  the  head  with  one  hand,  and  with  the  other, 
protected  by  a  towel,  pushing  the  head  away  from  the  perineum 
up  under  the  symphysis.  If  the  patient  shows  a  tendency  to 
strain  at  this  time,  the  action  of  her  abdominal  muscles  can  be 
inhibited  by  having  her  breathe  rapidly  with  her  mouth  open. 
The  head  can  thus  be  gradually  guided  over  the  perineum, 
giving  the  maternal  tissues  lime  lo  stretch, 

Epistototny. — When  the  vulvar  ring  is  overdistended  by  the 
Jjead,  and  laceration  seems  imn^'ment,  a  ta^^ied  tear  can  be 
avoided  by  incising  the  perineaVboiy,  so  a&  Xo >aai.v«.^o^^K^ 
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rhe  incision  can  be  made  in  one  of  three 


[ht  toward  the  anus). — This  is  the  easiest 
is  the  best  under  ordinary  circumstances.  If 
great  disproportion  between  the  head  and  outlet,  or  if 
:e  between  the  posterior  commissure  of  the  vulva  and 
IS  is  unusually  short,  the  vertical  incision  is  to  be 
,  because  of  the  danger  of  tear  of  the  sphincter  ani. 


J4— r^ikni  arran^.-,]  f.,r  d^iivcry  ..[!  iivr  .-■■!.■  The  perineum 
dul  and  ihc  sculp  vi^bk-  liL'twi-cii  tlu^  Ijina.  The  rate  of  advance 
wad  can  be  cotilrolled  by  prcisurt-  c.(  the  hands.  lAmtrican 
il  tf  Obtlclritt.) 

Kt^a*. — Extending  from  the  posterior  commissure  of  the 
downn'aTd  and  outward.  This  is  the  line  of  choice  if 
t  has  to  be  an  extensive  one,  or  if  the  space  between  the 
ud  anus  is  short. 

'ransMrse. — At  right  angles  to  the  vulvar  deft.  This  is 
[  Id  be  avoided  as //^jVes  no  more  room  than  the  obUc\\ie, 

tard sAtisfactoriiy  to  repair,  and  leaves  the  peiincum 

V  tender  for  months  afterward. 


I 
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All  episiotomy  w-ounds  are  made  wilh  blunt  pointed  si 
scissors,  and  as  short  as  consistent  with  the  desired  r 
They  are  repaired  wilh  interrupted  stitches  of  over-chromidi 
(iKWT  plain)  catgut,  or  silkworm-gut,  just  as  any  other  eiia 
laceration. 

After  the  head  is  bom  the  first  thing  to  do  Is  to  fed  aiDun 
the  neck  for  the  cord.    If  the  cord  is  felt,  it  must  be  fi 
hooking  the  &nger  under  it  and  by  pulling,  making  a  li 
which    can    be   slipped  < 
the  child's  head.      If  this  i 
impossible,  the  cord  can  li 
cut  between  two  hemostats,  | 
The   child's   face, 
.  after  delivery  is  rather  si 
i  hngly  cyanosed,   due  to  tl 
,:    fact  that  it  is  the  only  \ 
lion  of   the  child  free  i 
pressure.    This  color  does  nol  1 
indicate  any  haste  in  deliver},  I 
as  the  child  is  not  in  imme- 
diate    danger    of     asph>-m  ( 
After  a  moment  the  head  is  J 
seen  to  turn  to  one  side,  I 
lowing    the    rotation   < 
shoulders    internally. 
head  is  then  grasped  bet¥ 
the    physician's    bands 
gentle     traction,     prefera 
during  a  uterine  contract* 
is   made,   at   first   backward 
toward   the   anus,   to   engage   the  anterior   shoulder   under 
the    symphysis,  and   then   forward,   so   that   the    posterior 
shoulder  glides  out  over  ihe  perineum.     By  slight  backward 
traction    ihe   anterior   shoulder   is    then  deUvered,  and  the 
rest  of  ihe  child's  body  slips  out  without  diStculty. 
traction  is  iiariuful. 


ulty.  vSj^^^B 
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^Wy  difficully  be  experienced  in  the  delivery  u(  ihc 

etion  should  nvuer  be  made  by   booking   ihc 

l-child's  a.xil)a.     This  nearly  always  results  in  a 

'  bumerus  or   injury  to   the  brachial  plexus  and  is 

I  only  to  be  condemned.    Slow,  steady  and  gentle 

1  the  head,  assisted  by  the  patient's  own  voluntary 

J  efforts  and  uterine  contraction  is  the  only  method  lo 

lio  delivery  of  the  shoulders. 


w's  Duties. — The  Durse  should,  as  soon  as  the  head  is 
,'ipe  off  the  child's  eyes  with  lint  soalced  in  boracic  ucid 
1.  If  there  is  any  reason  lo  suspect  gonorrhea  in  the 
,  the  baby's  eyes  are  flushed  out  with  lo  per  cent,  argyrol 
1,  or  the  Cred6  method  of  instilling  a  few  drops  of  2 
it.  nitrate  of  silver  in  each  eye  is  employed.  The  nurse 
jves  the  mother  a  teaspoonful  of  fluid  extract  of 
»r  preferably  a  hypodermic  of  two  ampules  of  aseptic 
pven  deep  to  avoid  a  persistent  brown  stain,  and  grasps 
dus  through  the  anterior  abdominal  wall,  and  by  gentfy 
f,  sees  that  it  />;  kept  (irmly  contracted. 
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Baby  after  Birth. — When  the  baby  is  born,  it  usually  gajp- 
and  begins  lo  cry  lustily.  If  it  does  noi  the  physician  should 
hold  it  upside  down,  clean  out  its  mouth  by  hooking  his  tittk 
linger  back  of  the  pharynx,  to  remove  the  mucus  which  is 
probably  blocking  the  trachea.  Then  by  slapping  its  back 
and  buttocks  sharply,  respiration  will  usually  be  started. 

When  it  is-  breathing  satisfactorily,  it  is  placed  upon  its 
right  side,  with  its  head  above  the  level  of  its  mother's  bul- 


I 


locks  to  favor  the  closure  of  the  foramen  ovale  and  to  | 
it  out  of  the  maternal  discharges. 

Tying  and  Cutting  the  Cord.^ — Unless  there  is  some  reason 
for  hurry,  the  cord  is  not  tied  until  pulsation  in  it  has  ceased. 
It  is  tied  with  a  piece  of  sterile  tape,  tying  first  a  surgeon's 
double  knot  at  a  point  about  two-finger's  breadth  from  the 
child's  abdomen.  The  free  ends  of  the  tape  are  brought 
around  the  cord  and  are  lied  in  a  single  and  then  a  slip  knot 
at  a  point  opposite  the  knot  first  tied.  The  cord  is  cut  by  bring- 
ing /(  up  between  the  physician'^  frngets,,  lo  protect  the  child's 
Sngers  and   toes  from   injury  and  cMtlmij  miiv  «i\i«iT^^ 
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Jout  one-half  inch  above  the  ligature.  The  placental  end 
of  ihe  cord  is  allowed  to  drain,  to  reduce  the  bulk  of  the  pla- 
centa, and  facilitate  ils  deliver'.  The  baby  is  then  wrapped 
in  ,1  blanket  and  placed  out  of  the  way,  best  in  its  own  crib. 


ft  ■ 

^M  Management  of  the  Third  Stage 

HI  ^Delivery  of  the  Placenta.^ — The  placenta  is  detached  from 
the  uterine  wall  by  the  contraction  of  its  site,  springing  off 
from  the  uterine  wall,  as  soon  as  it  has  been  compressed  to  a 
mass  about  one-half  its  original  size  by  the  uterine  contraction. 
This  process  takes  as  a  rule  from  fifteen  to  twenty  minutes, 
and  should  not  be  hurried.  The  lime  required  is  much  shorter 
when  pituitrin  has  been  used.  The  placenta,  after  its  separa- 
tion is  forced  down  into  the  lower  dilated  portion  of  the  uterus, 
and  often  requires  artilicial  assistance  to  secure  it  expulsion. 
The  Crede  method  of  expelling  the  placenta  is  the  one  usually 
employed,  and  consists  in  grasping  the  uterine  body  so  that 
r/if  6ngers  lie  behind  itj  the  fundus  rests  m  the  pa\mol  \.\\ftVa,T\i. 


8S 
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and  the  thumb  ties  in  front  and  slightly  toward  the  right  s 
The  uterus  is  stimulated  to  contract  by  gentle  friction. 
soon  as  it  is  felt  to  contract,  it  is  tightly  squeezed  betwf 
the  fingers  and  thumb  and  forced  downward  into  the  pellj 
This  squeezes  the  placenta  out  of  the  vagina  as  a  stoat 
squeezed  out  of  a  cherry.    The  placenta  emerges  tike  ] 


-^L 


inverted  umbrella,  with  the  membranes  trailing  after 
caught  in  a  basin  pressed  against  the  patient's  buttocks,  j 
below  t!ie  vulvar  orifice. 

The  membranes,  which  are  caught  and  held  by  the  fi 
contracted    uterus,    are   next   extracted   by    grasping 
with  the  thumb  and  forefinger,  protected  by  gauze;  pul 
gently    first    toward    the    symphysis   and  then  toward  i 
perineum,  at  the  same  time  stopping  the  kneading  of  I 
fundus,  to  aUow  the  uterus  to  relax  its  grip.    After  a  ,] 
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few    moments  the  membranes  slip  out  of  the  vagina.     The 
placenta  and  membranes  should  next  be  examined  to  deter- 
mine whether  they  are  intact,  or  whether  pieces  of  either  have 
been  left  in  the  uterus.    If  any  part  of  the  placenta  is  missing 
it  should  be  extracted  from  the  uterus.    The  hand  or  instru- 
ments should  never  be  inserted  into  the  uterus  to  recover  part 
of  the  membranes  unless  more  than  half  of  them  be  missing. 
Missing  parts  of  the  membranes  are  ordinarily  spontaneously 
extruded  from  the  uterus;  missing  pieces  of  placenta  are 
usually  adherent  to  the  uterine  wall  and  will  cause  long  con- 
tinued and  sometimes  serious  bleeding  unless  extracted. 

Care  of  the  Patient  Directly  after  Delivery. — As  soon  as 
the  placenta  and  membranes  have  been  extracted,  the  patient 
may  be  exammed  to  determine  if  any  lacerations  exist.  Any 
repair  needed  can  be  done  at  this  time,  if  so  desired.  This 
plan  is  not  recommended,  for  reasons  given  in  the  chapter  on 
injuries  of  the  birth-canal.  If  the  repair  is  done,  the  suture 
material  should  be  either  silkworm  gut  or  over-chromicized 
number  3  catgut.  The  plain  or  ordinary  catgut  is  absorbed 
much  too  soon.  It  is  usually  better,  however,  to  defer  this 
examination  until  after  twenty-four  hours  and  it  will  be  de- 
scribed under  the  care  of  the  puerperium.  Unless  the  patient 
is  to  be  examined,  the  care  then  devolves  upon  the  nurse. 
She  slips  the  soiled  pads,  sheets  and  rubber  protective  sheet- 
ing off  the  bed,  so  that  the  patient  will  lie  upon  the  clean 
sheets,  abeady  spread  under  the  temporary  labor  bed.  The 
genitalia  are  washed  off  with  lysol  solution,  and  the  abdominal 
pad,  binder  and  vulvar  pad  are  adjusted. 

The  abdominal  pad  is  intended  to  (i)  fill  the  space  in  the 
abdomen  left  vacant  by  the  contracted  uterus  and  (2)  to  act 
as  a  mild  irritant  to  the  uterus  and  thus  maintain  its  contrac- 
tion. It  is  best  made  of  one  or  two  folded  towels,  and  is 
placed  so  that  its  lower  edge  is  just  above  the  fundus  uteri. 
It  must  not  be  lower  than  this,  to  avoid  exerting  pressure 
directly  upon  the  anterior  uterine  wall. 
Tlie  aMomiffo^  Mnder  Is  of  unbleached  mus\\iv\  \otv%  ^yvom^^ 
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to  reach  about  once  and  a  quarter  around  the  patient's  h 
and   wide  enough   to  extend  from   the  floating  ribs  to  tl 
trochanters.     It  is  put  on  snugly,  and  fastened  by  safety  p' 
down  the  center  and  tightened  by  daris  at  each  side. 
incorporation  of  a  wide  strap   to   hold   the  vulvar  pa 
place — like  a  T-bandage,  is  of  great  use  in  preventing  t 
binder  from  riding  up. 

The  vulvar  pals  are  made  of  a  sausage-shaped  envelope  dim 
gauze  stuffed  with  cotton.  The  day's  supply  is  made  up  iar 
the  morning  by  the  nurse  who  should  carefully  clean  her  hands,! 
and  they  should  be  changed  about  six  times  in  the  twenty! 
four  hours. 

Postpartum  Chill.— Very  often,  shortly  after  the  delivery  of 
the  placenta,  the  patient  complainsbitlerly  of  coId,andshak« 
violently.  It  looks  alarming,  but  is  of  no  moment  and  of 
short  duration.  It  is  a  vasomotor  disturbance,  said  to  be  due 
to  the  sudden  diminution  in  heat  by  cessation  of  the  \noleni 
muscular  effort  in  labor,  and  to  the  loss  of  heat  by  perspiration. 
It  requires  no  treatment  other  than  warm  covering,  hot-water 
bags  and  an  assurance  of  safety  to  the  patient  and  particularly 
to  her  family. 

The  Infant  After  Delivery. — After  the  mother  has  been  at- 
tended to  the  nurse  turns  her  attention  to  the  baby.  To 
remove  the  vernix  caseosa  with  which  it  is  covered,  it  should  be 
greased  with  olive  oil  (lard  is  often  used  and  answers  the  pui 
pose  very  well)  and  carefully  washed  with  a  good  soap,  watfl 
at  a  temperature  of  90°  F,  (tested  by  a  bath  thermometfl 
and  not  by  guess).  It  should  be  washed  in  the  nurse's  lap  a 
not  put  into  a  tub  until  the  end  of  the  first  week,  to  avi 
wetting  the  cord  and  its  dressing. 

The  cord  is  then  retied  and  dressed.    The  nurse  unties  ti 

Blip-knot  in  the  ligature  of  the  cord,  pulls  the  ligature  ti^fl^ 

and  tics  it  securely  in  a  square  knot.    The  cord  is  dressed  b^J 

taking  a  square  piece  of  gauze  and  cutting  it  down  the  middle 

one-half  jis  length.    The  coTd  is  vVvtT\  \^TQ\i^!,K\.  y.:^  tKcough 

slit  in  the  gauze  and  covered  by  toVfim^  (iQ&-\a^  lA  xiai 
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e  o\'er  it.    The  flannel  abduminal  band  is  next  wrapped 

i  the  child's  abdomen,  and  is  secured  by  basting  over  the 

i  with  needle  and  thread.     The  child  is  dressed  and  put 

5  own  crib  and  should  not  be  in  bed  with  its  mother. 

:  following  routine  orders  for  the  care  of  a  normal  case, 

»y  be  of  use  to  the  sludcnl. 

Routine  Aftek-cake  of  Obstetric  Cases 

1.  Apply  abdominal  pad  abovr  uterus,  and  hold  by  abdomi- 
tal  binder,  tightly  applied.     Binder  should  be  wide  enough  to 

extend  from  lower  ribs  to  the  upper  one-third  of  thighs.     Keep 
binder  well  lightened,  and  pin  the  pad  to  the  binder. 

2.  After  forty-eight  hours  apply  Murphy  breast  binder  as 
well,  nipples  being  always  covered  with  sterile  gauze. 

3.  If  nipples  are  sore,  use  witch-hazel  p.  r,  n. 

^4.  Catheterize  every  ii  hours,  if  necessary. 
5,  After  48  hours  give  }-i  bottle  _^at  citrate  of  magnesia 
ithout  the  gas)  and  the  other  half  six  hours  later, 
6.  If  nipples  are  fissured,  use  Infaniibus  or  Phcnix  rubber 
nipple  shield,  and  apply  after  nursing  equal  parts  of  castor  oil 
and  subnitrate  of  bismuth.  This  should  be  washed  off  with 
boric  acid  before  each  nursing. 

7.  Regularly,  before  and  after  nursing,  wash  nipples  with 
boric  add  solution  (lo  grains  to  the  ounce)  and  after  nursing 
dry  and  rub  in  a  few  drops  of  sterile  sweet  oil.  Use  pledgets 
of  sterile  cotton. 

8.  Diet — Soft  for  first  two  days;  Jight  for  next  three  days; 
full  diet  after  fifth  day.     Give  no  strawberries  or  raw  tomatoes. 

9.  Patient  on  back  for  first  twelve  hours,  then  may  lum 
on  side. 

10.  After  repair  (seventh  day)  massage  breasts  three  times 
during  afternoon,  put  baby  on  condensed  milk  i  dram,  boiled 
water  12  drams  every  3  hours,  and  back  on  breast  at  mid- 

K'lht  feeding. 
1 1.  As  few  visitors  as  possible. 
^,  If  breasts  need  massage,  use  oU  on  &ngets,  a-twi  be  %a\lOiJ^ 
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W^en  breasts  are  painful  from  excess  of  milk,  i 
gently,  and  keep  breast  binder  firm,  with  ice-bags  on  o 
of  binder,  if  very  painful. 

Routine  Cake  of  Baby 

.  Oil  with  sweet  oil  or  lard. 

:.  Give  first  bath  after  mother  is  attended  to. 

,.  Dress  cord  with  sterile  gauze,  and  do  not  disturb  d 
ing  till  cord  falls  off,  unless  it  comes  away  very  easily. 

,,  Use  boric  acid  or  boraied  talcum  as  a  dusting  powi 
If  after  cord  is  oft,  the  Slump  b  not  dry,  use  salicylic  t 
starch  6,  as  a  powder.  ■ 

5.  Wash  eyes  with  boric  add  (10  grains  to  ounce)  daily. 

6.  Keep  in  crib  or  basket,  and  not  in  bed  with  its  mother 

7.  Put  to  breast  every  4  hours  for  first  forty-eight  hours. 
If  it  seems  hungrj',  give  condensed  milk  i  dram,  boiled  water 
12  drams  after  it  has  tried  to  nurse. 

8.  WTieu  milk  comes  in,  nurse  every  3  hours  from  7  A.M.  to 
10  P.M.  Then  at  2  A.M.  again.  This  must  be  regular,  if 
asleep,  wake  il  up. 

If  jaundiced,  give  calomel  gr.  ^o  every  H  hour  for  ten 
doses,  followed  in  two  hours  by  J^  dram  each  of  castor  oil 
and  sweet  oil. 

10.  After  each  nursing,  wash  mouth  with  piece  of  gauze  or 
lint,  with  10  grains  to  the  ounce  boric  acid  solution. 

Bathe  once  daily.  Water  90°  F,  If  buttocks  chafed, 
use  sweet  oil  rubs,  and  no  water. 

If  it  nurses  too  fast,  give  J3  ounce  coot  water  just  be- 
fore each  nursing. 

3.  Do  not  pick  up,  or  nurse  irregularly  if  it  cries.  It 
should  be  left  alone  in  its  crib  as  much  as  possible, 

14.  If  urine  colored  red,  or  red  stain  on  diaper,  give  ^j 
ounce  of  water  between  feedings. 

'S-  Weigh  three  limes  a  week  (or  W  6i%\.  month,  then  on 
fdnesdays  and  Sundays,  and  keep  t«ct»&  «i.  N3n<t  -««a^)X. 
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1 6.  Feeding  intervals  vary  somewhat,  with  different  babies. 
Whatever  interval  is  adopted,  be  regular. 

The  physician  should  wait  in  the  house  for  at  least  an 
hour  after  the  delivery,  on  account  of  the  possibility  of  post- 
partum hemorrhage. 


CHAPTER  V 


NORMAL  PUERPERrUM 


Pueiperium. — The  puerperium  is  ihe  name  given  to  t 
period  of  convalescence  from  child-birth,  during  which  I 
different  organs  and  systems  of  the  woman's  body  are  r 
stored  to  their  normal  state.  The  duration  of  the  puerpenm 
is  normally  six  to  eight  weeks. 

Involution  of  the  uterus  is  one  of  the  most  striking  changes ' 
that  take  place  during  this  period.  It  is  the  process  by  whltb 
the  uterus  is  restored  to  its  normal  size.  The  precise  manntr 
in  which  this  change  is  effected  is  still  a  matter  of  dispute, 
but  it  is  generally  believed  to  be  a  fatty  degeneration  and  ab- 
sorption of  the  redundant  portion  of  the  muscle  fibers  of  the 
uterus  (the  portion  added  during  pregnancy),  and  not  the 
total  destruction  of  the  old  fibers  with  the  formation  of  new- 
ones. 

Involutioii  of  the  Endometrium. — The  regeneration  of  the 
endometrium  proceeds  from  the  glandular  layer  of  the  dc- 
cidua',  and  is  due  to  a  jjrocess  of  aciive  growth  and  develop- 
ment. Both  the  glands  and  the  intergtandular  stroma  share 
in  this  development.  Il  is  complete  at  about  the  eighth  to 
tenth  week  after  confinement. 

The  raie  of  Invotitlion  of  the  uterus  is  judged  by  the  position 
that  the  fundus  uteri  occupies  on  successive  days  after  delivery. 
Directly  after  deliverj'  it  is  just  below  the  umbilicus;  twenty- 
four  hours  later  it  has  risen  to  a  finger's  breadth  above  the 
umbilicus.  From  this  point  the  uterus  steadily  decreases  in 
size  until  the  fundus  disappears  behind  the  symphysis  on  the 
tenth  to  fourteenth  day.  This  disappearance  on  the  tenfl 
day  or  shortly  thereafter  has  given  rise  to  the  erroneous  i 


ili.it  ilic  ninih  clay  marks  a  crilical  period  in  the  woman's 
tonvak-sccncc. 

The  lochia  is  the  discharge  from  the  uterus  after  delivery 
and  during  the  puerperium.  It  \s  of  three  kinds,  (i)  The 
lochia  rubra,  lasting  from  four  to  f\w  days  and  consisting 
cliiefly  oj  blood;  {2)  the  lochia  scrota  lasting  one  to  two  days 


and  consifiting  of  serous  oozing  from  the  granulation  tissue  in 
ibe  parturient  tract;  (3)  the  lochia  alba  lasting  another  seven 
to  ten  days,  and  consisting  of  a  purulem  secretion  from  these 
granulating  surfaccs.and  the  regenerating  endometrium.  The 
toial  quantity  of  the  lochia  has  been  estimated  at  three  and 
iim-c/uarter imunds,  but  it  is  usually  measured  by  \,\\e  numXitt 
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of  vulvar  pads  required.    Tliese  pads  should  be  change^^^H 

ing  the  first  week,  six  limes  jier  twenty-four  hours.  ^M 

Changes  in  Breasts. — The  breast  is  a  compound  rzcemui^M 
gland;  the  milk-duels  from  the  different  lobules  are  graduaQ^I 
collected  into  lacteal  ducts,  some  fifteen  or  twenty  in  numbc^H 
which  open  at  the  nipple,  each  by  its  separate  opening.  TI^H 
epithelium  of  the  ducts  is  continuous  with  that  of  the  skin  ov^^H 
them.  ^H 

The  lacteal  ducts  are  hned  with  squamous  epithelium;  lI^H 
small  ducts  in  the  lobules  with  columnar  epithelium.  ^| 

The  fluid  secreted  by  the  breasts  during  pregnancy  and  f^^| 
the  first  forty-eight  hours  after  labor  is  thin,  opalescent  an^H 
possesses  slight  nutritive  and  markedly  laxative  qualities  dl{|^| 
to  its  high  proteid  content.  At  the  end  of  forty-eight  hotiI^| 
the  breasts  rapidly  enlarge,  are  engorged,  tender  and  painlflH 
to  pressure.  On  slight  pressure  the  milk  wilt  run  out  of  tn^| 
nipples.  ^M 

Characteristics  of  Human  Milk. — It  is  white,  opaque,  hasifl 
specific  gravity  of  1025,  a  sweetish  taste,  and  contains  protd^^f 
1.75  per  cent.,  fat  4  per  cent-,  sugar  of  milk  7  per  cent.,  a^l 
0.5  per  cent.,  and  water  S5  per  cent.  Its  reaction  is  alkal^^| 
and  it  ordinarily  contains  no  micro-organisms.  ^| 

Quantity  of  Milk. — The  quantity  of  milk  secreted  by  tt^| 
breasts  for  the  first  week  is  about  fourteen  fiuid  ounces  1^| 
twenty-four  hours,     .\fter  the  fourth  week  it  is  about   tw^| 
pints  in  twenly-four  hours.     It  increases  gradually  up  to  iW 
sixth  or  seventh  month,  when  the  quantity  is  three  pints  in 
twenty-four    hours.     After    the    eighth   month   the   quantity 
gradually  decreases.     In  many  women,  the  quantity  of  milk 
is  oflen  very  much  less  than  this,  it  being  common  for  thi-m 
lo  have  to  discontinue  nursing  their  infants  as  early  as  the 
second  month. 

MANAGEMENT  OF  THE  PUERPEBIUH 

Position  of  Patient  in  Bed. — For  the  first  six  hours  the 
ipaiieaL  should  lie  flat  on  liec  batW,  WiV^uv  a.  9\Viw« ,  \»  \saw99. 
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the  danger  of  cerebral  anemia.  For  the  lirst  forty-eight  hours 
she  should  remain  flat  on  her  back  if  possible.  Thereafter  she 
nay  turn  on  either  side.  During  the  second  week,  it  is  wise 
to  have  her  lie  flat  on  her  abdomen  for  two  periods  of  one  hour 
each,  daily,  to  favor  forward  position  of  the  uterus. 

At  the  end  of  the  second  week,  or  possibly  a  few  days  sooner, 
if  the  fundus  uteri  has  reached  the  symphysis,  she  is  shifted 
from  her  bed  to  a  lounge  or  easy  chair,  sitting  up  as  long  at  a 
tune  as  she  can  without  fatigue.  During  the  fourth  week  she 
is  walking  about  the  room  and  the  floor  on  which  the  room  is 
situated,  but  does  not  go  downstairs. 

At  the  end  of  the  fourth  week  she  goes  downstairs  for  the 
first  time. 

Temperature  and  Pulse. — ^The  temperature  should  be  taken 
at  least  four  times  a  day.  The  recently  delivered  woman  is 
subject  to  variations  of  temperature  for  very  sUght  cause,  and 

# 

a  temperature  of  less  than  loo^F.can  ordinarily  be  disregarded. 

The  pulse  is  slow  and  full,  usually  60  to  70  beats  a  minute. 

After-pains. — ^The  uterus,  having  been  firmly  contracted 
under  the  influence  of  ergot  and  external  stimulation,  relaxes 
somewhat  a  few  hours  after  labor.  This  relaxation  allows  a 
Uttle  blood  to  ooze  out  of  the  vessels  at  the  placental  site. 
The  blood  collects  until  it  forms  a  clot  large  enough  to  stimulate 
the  uterus  to  contract  again,  to  secure  its  expulsion.  This 
contraction  is  painful  and  to  it  the  name  after-pain  is  given. 
After-pains  are  more  common  in  multipara?  than  in  primipara\ 
The  common  statement  of  the  patient  that  the  pains  are  worse 
than  labor  pains  is  an  exaggeration. 

The  diagnosis  is  easily  made  by  noticing  the  cramp-like 
paroxysmal  pain,  often  followed  by  the  expulsion  of  the  ( lot, 
and  by  noting  that  during  the  pain  the  uterus  is  firmly 
contracted. 

The  treatment  is  the  administration  of  a  teaspoonful  of  a 
mixture  containing  equal  parts  of  fluidextract  of  ergot  and 
paregoric,  every  three  hours  for  three  or  {out  dose's.    \l  W^ 
pams  are  very  severe,  they  may  be  controlled  by  et^oVX^N  V\vvl 
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mouth  and  moqihin  gr.  J-g  hypodermically.     This  is  rai 
necessary. 

Diet. — For  the  first  two  days  the  patient  needs  comp 
lively  little  food,  and  her  diet  is  best  limiled  to  liquids  a 
as  milk,  broths,  clear  soups,  etc.,  with  the  addition  of  ti 
and  some  kind  of  cereal;  one  cup  of  tea  a  day  may  be  perinil 
If  desired.  During  the  third  and  fourth  days,  the  milk  se 
tion  has  begun  and  the  diet  should  be  increased  by  the  addi 
of  milk  toast,  eggs  (poached,  soft  boiled  or  scrambled)  ste 
oysters  and  similar  articles.  During  the  fifth  and  sixth  ( 
the  diet  is  still  further  increased  by  adding  white  mea 
chicken,  tenderloin  of  beef,  mullon  chops,  mashed  pota 
and  the  more  easily  digested  vegetables.  After  the  sixth 
the  patient  is  allowed  an  ordinary  light  diet  of  three  mea 
day,  meat  at  one  of  them,  and  should  be  advised  to  drin] 
least  four  glasses  of  milk  a  day,  in  addition  to  her  ordii 
diet. 

Visitors.— The  visitors  to  the  lying-in  rooms  should  b( 
possible,  restricted  to  the  immediate  family;  all  others  she 
be  excluded,  for  the  first  week  at  least. 

Care  of  Genitalia. — The  genitalia  should  be  washed  off  i 
lysol  (5i  to  Oil)  solution  when  the  vulvar  pads  are  change 
four  to  six  times  a  day. 

Abdominal  Binder  and  Vulvar  Pads. — The  nurse  should 
that  the  abdominal  binder  fits  smoothly  and  snugly.  It  n 
be  tightened  frequently. 

The  vulvar  pads  must  be  changed  four  to  six  times  a  day. 
necessary  but  unpleasant  pari  of  the  physician's  daily  visit  B 
the  routine  inspection  of  the  vulvar  pads  which  the  nurse  will 
have  saved  for  him.     They  should  be  examined  by  sight  and 
smell,  as  frequently  the  first  indication  of  infection  is  the  bi 
color  and  foul  smell  of  the  lochia.     The  lochia  rubra 
normally  the  odor  of  fresh  blood  or  raw  meat. 

Urination. ^The  recently  delivered  woman  frequently 
retention  of  urine  for  a  considerable  time  (24  to  48  hours) 
iier  labor.     Before  labor,  the  bladder  \&  vitsaed  opoa 


^^krus,  and  expand  in  one  direction  only — upward.  After 
^Hkt  this  pressure  is  relieved,  and  it  expands  in  all  directions 
^Hd  holds  a  considerable  quantity  of  urine  before  the  patient 
^^Bs  any  desire  to  urinate.  This  is  the  commonest  cause  of 
^Hlention  of  urine  after  labor.  Another  cause  is  the  edema  of 
^He  anterior  vaginal  wall  and  urethra,  caused  by  the  pressure 
Hf  the  child's  head  in  labor,  forming  a  mechanical  obstruction. 
^B  The  treattnenl  is  to  wait  for  twenty-four  or  even  thirty-six 
^■Durs  after  labor  if  necessary  before  resi>rting  to  the  use  of  the 
Hutheter.  If  catheterization  is  once  begun,  it  should  be  done 
^■rery  twelve  hours  until  the  patient  is  able  to  void  her  own 
Bpioe. 

H  The  urine  after  labor  is  increased  in  amount,  but  all  lis 
^faUds  except  the  chlorides  are  decreased. 
H  Bowels.^A  parturient  woman  is  usually  constipated  and 
HbquJres  the  routine  use  of  laxatives.  P'orty-eight  hours 
Hfeer  delivery,  an  active  cathartic  should  be  given  (castor 
WjR  one  ounce,  or  magnesium  citrate  ^^  bottle  or  6  ounces,  or 
Hjagnesium  sulphate  Vj'  ounce),  followed,  if  necessary,  by  an 
Boema.  As  the  nursing  mother  canr.ot  take  fluid  charged 
■nth  carbonic  acid  gas,  the  magnesium  citrate  should  be 
Bven  Jlal. 

H  A  daily  movement  of  the  bowels  should  be  secured  by  the 
Wmt  of  some  suitable  laxative  such  as  cascara  gtt.  xxx  in  syrup 
Bf  figs  1  dram,  at  9  P.M.,  followed  the  next  morning  by  an 
■mema,  if  necessary. 

Profuse  sweating  after  delivery  is  not  uncommon.  It  lasts 
as  a  rule  throughout  the  first  week  and  does  not  give  cause 
for  alarm.  The  watery  elements  of  the  body  are  all  increased 
Juring  pregnancy,  and  this  sweating  is  one  of  nature's  methods 
of  correcting  the  hydremia  o£  pregnancy.  It  requires  no 
irealment. 

Management  of  the  Breasts. — The  breasts  require  little 

atieniion  until  the  milk  secretion  begins.    This  appears  at 

e  end  of  loT\Y-eight  hours,  wiien  the  milk  usuaVVy  comes  vo. 

«iJy,  and  the  breasts  become  markedly  engorged.    T\w?j 


should  be  emptied  by  encouraging  the  child  to  nurse  regularly  . 
every  three  hours.  The  excess  of  milk,  if  the  child  cannot 
empty  the  breast,  must  be  drained  off  with  the  breast-pump 
and  massage,  and  the  breasts  supported  by  a  breast  bindEf. 
The  Murphy  binder  is  the  best.  The  nipples  must  be 
carefully  washed  off  after  each  nursing  with  boracic  acid 
solution,  and  a  few  drops  of  sweet  oil  rubbed  in  the  nippie 
and  areola  with  a  piece  of  absorbent  cotton.     The  nurse  and 


r 
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Fig.  41-— The  Murphy  breast  binder.      (De  Lee.) 

'  patient  should  both  be  cautioned  against  handhng  the  n 
with  their  fingers.     The  nipples,  under  the  binder,  are  fa 
covered  with  sterile  gauze. 

Visits. — The  physician  should  see  his  patient  again  witS 
twelve  hours  after  her  labor.  He  should  visit  her  or 
for  the  first  two  weeks,  every  other  day  during  the  third  a 
once  or  twice  during  the  fourth  week.  She  should  be  J 
structed  to  report  at  the  office  at  the  end  of  six  weeks  fori 
final  examination. 

Return  of  meases  after  delivery  b  not  subject  to  a  1 
and  fast  rule.  Usually  during  the  puerperium  and  lactation 
tliere  is  a  four-  to  six-monili  period  in  which  there  is  no  men' 
struation.  During  this  period  the  uterus  is  super-involute«l 
(lactation  atrophy)  and  this  fact  is  one  of  nature's  efforts  !■' 
Ji'mfi    Coo  rapid   a   repelitioa  u£  pregnancy,     MenslritatiuO' 
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may  return,  however,  at  any  date  and  is  liable  to  be  profuse 
and  prolonged  for  the  first  few  periods.  Its  return,  contrary  to 
popular  superstition,  has  no  disastrous  effect  upon  the  mother's 
tnllk  and  is  not  a  sign  for  weaning  the  child.  Should  the 
mother,  while  nursing,  become  pregnant  again,  the  child 
should  be  weaned,  because  the  nursing  is  liable  to  cause  the 
mother  to  miscarry,  and  the  child  is  certain  to  be  under- 
nourished, as  pregnancy  seriously  affects  the  quality  of  the 
xnilk. 

Examinatioas  necessary  in  the  puerperium  are  three  in 
number.  The  first  is  made  4  or  5  days  after  labor,  and  is  for 
the  diagnosis  of  lacerations.  This  examination  should  be 
carried  out  with  the  patient  across  the  bed  with  her  feet  on 
two  chairs,  pr  better  in  the  Uthotomy  position  on  a  table. 
Lacerations  cannot  be  satisfactorily  inspected  and  many 
severe  ones  will  be  overlooked  if  the  patient,  during  the 
examination,  Ues  in  her  ordinary  position  in  bed.  The 
cervix  should  be  inspected  through  a  bivalve  speculum.  The 
labia  should  .be  separated  with  pledgets  of  cotton  and  any 
tears  in  the  vagina  can  be  easily  seen  and  their  character  and 
extent  noted.  More  detailed  instructions  for  the  conduct 
of  these  examinations  will  be  found  in  the  chapter  on  lacera- 
tions of  the  birth-canal.    The  order  of  examination  should  be: 

1.  Inspection  of  the  cervix  through  a  bivalve  speculum. 

2.  Palpation  of  the  muscle  of  urogenital  trigonum  (see 
injuries  of  birth-canal). 

3.  Palj>ation  of  levator  ani,  deep  transversus  and  super- 
ficial transversus  perinei. 

4.  Palpation  of  sphincter  ani. 

The  best  time  to  repair  all  injuries  of  the  birth-canal  is 
one  week  after  deUvery.  Directly  after  labor  the  bruising 
of  the  tissues  makes  accurate  diagnosis  impossible  and  satis- 
factory repair  difficult.  The  delayed  repair  does  not  add  to 
the  length  of  her  convalescence. 

Should  the  patient  have  fever,  the  repair  is  poslpotv^d  vjluUI 
the  temperature  is  normal  for  five  to  seven  days. 
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The  detaileti  technk  of  diagnosis  ami  repair  is  ^ivet 
chapter  on  injuries  of  the  birth-canal. 

The  second  examination  is  made  during  the  third  week,  tj 
determine  the  position  of  the  uterus.  If  the  uterus  is  fou 
retroverted,  it  is  replaced  and  the  patient  instructed  to  a 
the  knee-chest  position  twice  a  day  for  as  long  at  a  time  ij 
she  can  without  fatigue  up  to  half  an  hour.  She  should  be  tc 
to  separate  the  labia  slightly  with  her  fingers  when  in  U 
knee-chest  position  or  insert  the  sterile  nozzle  of  a  founlai 
syringe,  to  allow  air  to  balloon  out  the  vagina. 

The  knee-chfst  position  consists  in  the  patient  kneelioj 
upon  the  edge  of  the  bed,  keeping  the  thighs  perpendicull 
and  the  pelvis  as  high  as  possible.  She  then  leans  forwai^ 
turning  her  head  to  one  side,  until  her  chest  touches  the  b 
Some  practice  is  required  before  it  can  be  maintained  properlyJ 

The  Uiird  or  fintd  examination  is  made  at  the  end  of  the  si 
or  eighth  week.     It  consists  of  the  careful  investigation  of  ti 
following; 

I.  The  inspetti(m  of  the  vuItot  orijice,  as  the  patient  is  I 
the  lithotomy  position,  for  gaping. 

1.  The  testing  of  the  Inator  ani  muscie,  by  inserting  I 
index  finger  up  to  the  second  joint,  and  making  pressor 
downward  and  outward  toward  the  tuberosity  of  the  ischium. 
If  the  muscle  is  torn,  the  linger  sinks  in  a  cleft.     The  fingei 
should  then  be  swxpl  from  one  ramus  of  the  pubis  to  the  oihcr,,| 
to  see  if  the  muscle  forms  an  tmbroken  horseshoe  curve.  | 

The  testing  of  the  sphincter  ani  and  remaining  muscles.  I 

5.  The  comditiim  of  Ike  cervix  by  diiitai  examination,  whi 
h  unreliitble  nod  must  be  supplemented  by  examinatil 
thruuith  «  speculum. 

4.  The  yt*f  and  poritiom  «/  tke  ntms  by  placing  two  fi 
o(  thp  examining  hand  in  /row  of  the  cervU  and  by  mal 
prvHure  with  the  other  hand  »«  the  abdomen  just  above  ti 
*>'mph>-w»,  the  uterine  biidy,  if  in  good  position,  can  be  g 
b»lw»n  ibe  tw>  hitnds. 
J*.  Th*>  f.>iitmimtlim  </  Uw  hiWs  *mi  mwWs  V^  > 
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Corresponding  to  the  side  examined.  Placing  the  fingers  in 
the  lateral  vaginal  vaults,  and  with  the  other  hand  pressing 
<}on-nward  and  inward  above  Poupart's  ligament  on  either 
side  the  tubes  and  ovaries  can  usually  be  felt.  This  requires 
some  dexterity,  and  the  beginner  must  usually  content  him- 
self with  noting  whether  the  vaginal  vaults  are  soft  and  yield- 
ing or  hard  and  resistant.  If  soft,  there  is  probably  no  inflam- 
matory reaction;  if  hard,  in6ammation  probably  exists. 

6.  The  examinaiion  of  the  cenix  through  a  bivalve  speculum. 

7.  The  examituUion  of  the  abdominal  wall  for  diastasis  of  the 
rectus  muscle.  Placing  the  band  so  that  the  ulnar  side  makes 
pressure  in  the  middle  line  of  the  abdomen,  the  patient  is 
asked  to  strain  as  if  about  to  sit  up.  If  diastasis  exists,  the 
separated  muscles  can  easily  be  felt. 

8.  The  Examination  of  the  Kidneys  for  Position. — The  patient 
is  examined  in  a  semirecumbenl  position  and  requested  to 
relax  her  abdominal  muscles  as  much  as  possible.  One  hand 
is  then  placed  in  the  patient's  lumbar  region,  just  below  the 
last  rib.  The  other  hand  makes  pressure  just  below  the  float- 
ing ribs  on  the  abdominal  surface,  and  if  the  kidney  is  low,  it 
can  be  grasped  between  the  hands.  It  is  necessary  for  the 
abdominal  hand  to  palpate  as  low  as  the  pelvic  brim,  as  the 
kidney  sometimes  descends  this  far. 

9.  The  testing  of  the  coccyx  for  fracture.  The  patient  is 
placed  in  the  Sims'  position.  The  forefinger  of  one  hand, 
protected  by  a  finger-cot,  is  inserted  in  the  rectum,  and  the 
coccyx  grasped  between  this  finger  and  the  thumb  in  the  anal 
fold.  The  coccyx  possesses  a  certain  normal  mobility  antero- 
posteriorly.  If  it  can  be  moved  laterally,  if  the  movement 
gives  the  patient  pain  and  if  a  sharp  angle  can  be  made  hy 
separating  the  upper  and  lower  portions  of  the  bone,  it  is 
injured.  When  injured  it  is  most  commonly  through  the 
joint  between  the  first  and  second  pieces,  and  rarely  through 

s  bone  itself. 
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Weight. — This  is  normally  7  lo  Thi  pound; 
Variations  from  this  rule  are  common.  Weights  of  nine 
ten  pounds  are  not  infrequent;  anything  over  twelve  poi 
being  very  rare,  A  baby  usually  loses  about  one-half  po\ 
during  the  first  week,  it  regains  this  during  the  second  vn 
and  should  then  gain  in  weight  at  the  rale  of  one  and  one 
pounds  a  month  until  about  the  fourth  month,  and  one  p< 
a  month  ihereafter. 

Pulse. — The  pulse  of  a  new-born  baby  is  usually  140 
to  the 

Respirations  are  at  a  rate  of  forty-four  a  minute, 
after  about  the  fourth  month  to  thirly-five. 
begun  by  ( 1 )  shock  of  the  colder  air  on  the  child's  skin; 
accumulation  of  COi  in  the  blood,  causing  it  to  gasp. 

Temperature. — The    temperature    directly    after    birth 
slightly  elevated.     By  the  next  day  it  has  sunk  to  normal,  ani 
then  runs  an  irregular  course,  being  greatly  influenced  by  ver>' 
slight  causes. 

Urine.^The  urine  is  albuminous,  of  low  specific  gravity 
and  deficient  in  coloring  matter.  U  does  not  slain  the  diapers 
and  is  voided  in  small  quantities  and  frequently.  The  lolal 
quantity  of  urine  increases  from  an  average  of  iS  mils  on  the 
'  first  day  to  220  mils  on  the  eighth  day.  Bottle-fed  babies 
pass  50  lo  75  per  cent,  more  than  breast-fed. 

The  small  amount  of  moisture  on  the  diaper  and  the  laclt 
1  staining  often  cause  a  report  tbaV  the  chMKas  passed,  no  ui 
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Similarly,  "bloody"  urine  is  due  to  uric  acid  and  is  a  signal 
*or  more  water. 

Bowels. — For  the  first  two  days,  the  bowel  movements  are 
^lark  green  in  color,  consisting  of  meconium;  after  the  second 
clay  when  the  child  begins  to  receive  its  nourishment,  they 
gradually  become  canary  yellow,  liquid  and  reasonably  free 
from  curds.    They  move  three  to  four  times  a  day. 

Stomach. — ^The  stomach  is  placed  high  up  on  the  left  side. 
Its  long  axis  is  vertical,  which  explains  the  frequent  regurgita- 
tion of  milk.  Its  capacity  is  about  one  ounce  at  birth,  increases 
an  ounce  a  month  up  to  the  sixth  month,  and  thereafter  some- 
what more  slowly. 

The  eyes  are  nearly  always  a  sort  of  slate  blue  in  color.  The 
eyesight  is  hypermetropic. 

The  blood  contains  six  to  seven  million  red  cells  to  the  cubic 
millimeter,  the  red  cells  are  more  spherical,  and  for  the  first 
ten  days,  often  nucleated.  White  cells  are  more  numerous 
than  in  the  adult  (up  to  23,000),  and  the  hemoglobin  percentage 
is  120  (compared  to  93  per  cent,  in  the  mother's  blood). 

MANAGEMENT  OF  THE  NEW-BORN  CHILD 

Batfa. — Its  first  bath  is  given  shortly  after  labor,  the  water 
being  at  a  temperature  of  90°  F.  (as  tested  by  a  thermometer). 
The  child  is  greased  with  olive  oil  or  lard,  to  remove  the  vernix 
caseosa,  and  is  washed  in  the  nurse's  lap.  The  infant  is  bathed 
daily,  about  the  middle  of  the  day,  the  water  at  90°  F.  and  is 
not  put  into  the  tub  until  the  end  of  the  first  week. 

Cord. — The  cord  is  dressed  with  sterile  gauze,  and  an  abdomi- 
nal binder.  There  is  no  choice  in  the  different  materials 
recommended  for  the  dressing  of  the  cord,  as  long  as  the 
material  is  sterile.  The  same  is  true  of  dusting  powders,  a 
satisfactory  one  is  one  part  of  salicylic  acid  to  six  of  starch. 
The  cord  undergoes  mummification  and  drops  off  about  the 
fifth  day.  The  stump  retracts  within  the  umbilical  ring,  and 
heals  in  a  very  few  days.  If  umbilical  discharge  persists, 
cleanliness  and  a  dusting  powder  are  all  thai  are  tcc\\xvcvi<\» 
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Clothing. — ^All  the  skirts  and  dresses  worn  by  the  1 
should  be  made  on  waists,  to  hang  from  the  shoulder 
nothing  should  depend  upon  being  fastened  arounti  Lhe  child's 
waist  for  its  support,  except  the  flannel  abdominal  band. 

Feeding. — For  the  first  two  days,  the  child  is  put  to  I 
breast  every  four  hours.  When  it  is  thirty-six  hours  ola 
will  usually  awaken  to  the  fact  that  it  has  an  appetite,  and  n 
cry  vigorously  from  hunger.  The  mother  has  no  milk  until 
after  forty-eight  hours,  so  the  interval  should  be  bridged  by 
making  a  mixture  of  one  part  of  condensed  milk  and  twelve 
parts  of  boiled  water,  and  giving  the  baby  an  ounce  or  s*)  of 
this  ever>'  three  or  four  hours.  Its  use  should  l>e  discontinued 
when  the  mother's  milk  begins.  After  the  second  day.  the 
nursing  intervals  should  be  every  three  hours  during  the  da> 
from  7  A.M.  to  lo  P.M.  and  once  during  the  night  at  2  A.M. 
These  intervals  should  be  closely  adhered  to,  if  possible.  The 
importance  of  training  the  baby  to  regular  habits  cannot  be 
overestimated.  Too  frequent  nursing  increases  the  proportion 
of  solid  elements  in  the  milk,  and  makes  it  difficult  to  digest. 
Too  infrequent  nursing  increases  the  watery  elemenls,  ami 
deprives  the  milk  of  its  nutritive  qualities.  The  length  of 
time  babies  should  nurse  is,  on  the  average,  ten  to  twentj- 
minutes. 

Diapers. — The  diapers  should  be  changed  often,  as  the  child 
urinates  frequently  and  if  the  wet  diaper  is  allowed  to  remain 
in  place,  severe  chafing  will  result,  The  baby's  buttocks  must 
be  washed  off  and  dried,  and  also  dusted  with  a  good  dusting 
powder  (borated  lalcuml  whenever  it  is  found  that  the  diaper  is 
wet.  This  is  most  conveniently  done  after  the  nursing.  If 
chafing  appears,  soap  and  water  cleansing  should  be  sioppeil, 
and  the  child  cleansed  with  sterile  oil. 

Care  of  the  Child's  Mouth.— The  baby's  mouth  should  1' 
carefully  cleansed  after  nursing  with  small  squares  of  lint  we: 
with  a  10  gr,  to  the  ounce  boracic  acid  solution,  or  with 
sterile  water  to  prevent  the  occurrence  of  stomatitis  am! 
tbruA. 
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g  {dace  should  be  its  own  basket  or  crib.    On  accouni 
uigcF  at  overlying,  It  should  not  be  in  bed  wilh  its 

—The  baby  may  be   taken   out   after   the   second 

I  summer,  and  the  third  month  in  winter,  in  fine 

■,  for  a  short  lime. 

!  of  Premature  Infants. — ^The  difficulties  to  be  over- 

:  those  of  low  temperature  and  underdeveloped  di- 

:  apparatus. 

t  following  procedures  overcome  them,  in  so  far  as  it  is 

L .  Child  is  not  dressed  but  wrapped  in  gauze  and  cotton  or 
•  il.  The  diaper  Is  placed  under  its  buttocks,  and  changed 
itn  required. 

.-.  The  child  is  placed  in  a  deep  basket,  well  filled  with 
I'jws  and  blankets,  and  lined  with  hot  water  bottles.  If 
>un  heal  is  available,  the  basket  should  be  pushed  close  to 
■■'■  ndiator.  A  temperature  of  90°  should  be  maintained  as 
I'lulanlly  as  possible. 

3.  The  child  is  fed  by  drawing  the  mother's  milk  with  a 
I  host-pump,  diluting  it  one-half  with  sterile  water,  and  ^ 
X  of  this  mixture  given  every  hour,  with  a  medicine  drop- 
I  pa.   Ga\-age  through  a  tube  is  not  practical. 

*.  The  cluld  is  rubbed  once  daily  with  warm  sweet  oil  and 
s  not  otherwise  washed. 
ftognosis.— At  sin  months,  10  per  cent,  are  saved;  at  si-x 
"ij  one-half  months,  ao  per  cent.;  at  seven  months,  40  per 
!.:  at  seven  and  one-hall  months,  75  per  cent,;  at  eight 
ihs  and  thereafter  90  to  95  per  cent. 
Artificial  Feeding  of  Infants. — There  are  two  methodsavail- 

t[i)  a  wet-nurse  and  (2)  modification  of  cow's  milk. 
t-ntirse. — The  qualifications  are  (i)  She  should  have  a 
of  nearly  the  same  age  as  the  one  to  be  nursed;  (2)  she 
1  have  neither  syphilis  nor  tuberculosis;  (3)  her  milk 
ihould  be  of  good  quality,  as  is  best  evidenced  by  the  appear- 
iince  of  ber  oivn  child;  (4)  she  should  be  irom  Tesv^cWible 
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surroundings.  In  this  country  it  is  often  diificull  Ui  s 
wet-nurses,  even  though  bureaus  to  supply  them  exist  in  n 
of  the  large  cities. 

Modification  of  Cow's  Milk 


ANALYSIS 

Cmi'- 

Milk 

Human  Itilk 

1.  White. 

I.  YeUowish. 

J.  Acid. 

1.  AlkaUnc  usually. 

3.  Septic. 

i.  Practically  sterile. 

4.  Curds  heavy. 

4.  Curds  light  and  flocculent 

5.  Fat  4  per  cent. 

S.  Fat  4  per  cent. 

Sugar  6  per  een 

I, 

Sugar  7  per  cent. 

Casein  3.5  lo  4  per  cent 

Casein  1.75  percent.  ' 

The  chief  difference  is  thus  seen  to  be  in  the  casein  cuntcnl 
Goal's  milk  is  much  more  like  htmian  milk,  but  in  this  cum 
try  is  difficult  lo  procure. 

The  capacity  of  the  fhild's  stomach  is  about  one  ounce 
birth  and  increases  roughly  one  ounce  for  each  month  of  age 
the  feeding  Interval  is  at  first  every  three  hours  and  is  length- 
ened, as  the  child  grows,  to  three  and  one-haU  and  fotn 
hours.  The  total  amount  of  food  varies  from  ten  ounces 
twenty-four  hours  at  birth  to  forty  ounces  by  the  end  of  tlit 
first  year. 

Each  child  is  an  individual  problem;  hence  no  short  sj-nopas 
of  feeding  can  be  given.  For  details  of  feeding,  the  student 
is  referred  to  works  on  diseases  of  children,  in  all  of  which  the 
subject  is  fuUy  discussed. 

It  is  not  desirable,  in  a  manual  on  obstetrics,  lo  enter  into 
too  great  details  of  artificial  feeding  in  infants.  The  probli 
is  often  presented  however,  during  the  puerperium  and  the 
following  method  is  so  simple  and  has  given  the  author  such 
satisfaction  that  he  includes  it  here.  The  method  is  deviseil 
by  Dr.  Charles  W.  West,  of  Philadelphia,  and  possesses  all 
necessary  attributes  of  accuracy,  simplicity  and  flexibility. 

The  percentage  of  fat,  proteid,  sugaT ,  a.ni  \.\ve  voV'ji  (^ia.vo«i«i 
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buired  are  first  decided  upon.  Then  the  necessary  quantity 
rmiik,  water  and  sugar  are  determined  by  the  following 
rmula.  The  formula  is  based  upon  the  use  of  a  4  per  cent. 
Dk, 

mnula. 

—T~ —  X  32  =  number  of  ounces  of  top  milk  dipped  out, 

Proteid  ,^  .  .  .„       .  ,  , 
X  quantity  =  amount  of  top  milk  withdrawn  to 

(used, 

■ X  (Sugar-proteid)  =  number  ounces  of  dextrimal- 

se  or  milk-sugar, 

Quantity-number  ounces  milk  used  =  number  ounces  of 

rley-water. 

EXAMPLE 

It  is  desired  to  make  up  24  ounces  of  a  mixture  containing 
)er  cent,  proteid;  6  per  cent,  sugar;  3  per  cent.  fat. 

-  X  32  =  10^^  or  II  (practically)  ounces  of  top  milk  to  be 

thdrawn, 

X  24  =  6  ounces  of  this  top  milk  to  be  used, 
4 

100       ^      100 

24-6  —  18  ounces,  of  barley  water. 


X  S  = =  lyk  (ifi)  ounces  of  milk-sugar, 

100       "^      100  ^       *  ^    ' 


:rections  for  this  mixture,  given  to  the  mother 

OR  NURSE 

From  a  quart  jar  (not  shaken  up)  of  4  per  cent,  milk,  dip  off, 
ith  a  Chapin  dipper,  the  top  11  ounces,  and  pour  into  a  clean 
rssel.  Of  this  11  ounces,  6  ounces  are  again  dipped  off,  and 
this  added  i}^^  ounces  of  milk  sugar  and  18  ounces  of  barley 
iter. 
It  IS  always  easiest  to  work  out  the  quantities  \i\  mu\V\p\^^  ol 
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12  ounces/  The  above  example  gives  lo  bottles  of  2  ounces 
each  with  2  extra  for  possible  breakage. 
Pasteurization  of  Milk. — An  easy  method  is  the  following: 

1.  Prepare  the  number  of  bottles  required  for  twenty- 
four  hours,  in  the  mormng. 

2.  Stopper  with  cotton  and  place  in  a  vessel  deep  enough 
to  contain  them.  The  bottles  should  be  warmed  to  prevent 
cracking,  and  a  rack  to  hold  them  is  very  convenient. 

3.  Pour  on  actively  boiling  water  up  to  the  level  of  the  milL 

4.  Put  on  cover  and  stand  aside  for  thirty  minutes. 

5.  Keep  the  bottles  on  ice  until  used,  and  warm  each  one 
just  before  giving  to  the  baby. 

This  gives  the  milk  a  temperature  of  170®  F.  for  twenty 
minutes.  The  bottles  are  filled  to  the  brim  with  cold  water 
just  after  using,  and  are  scalded  out  before  being  refilled  the 
next  day.  The  nipples  should  be  bought  as  blanks,  scalded 
and  kept  in  a  covered  quart  Mason  jar  of  boric  acid  solution* 
The  holes  are  made  with  a  hot  needle;  the  proper  size  hole 
yielding  two  or  three  drops  a  second. 


CHAPTER  VTI 

THE  MECHANISM  OF  LABOR 

Presentation,— By  presentation  is  meant  the  part  of  the 
fetus  which  presents  at  the  pelvic  inlet. 

Position. — The  position  of  the  presenting  part  describes  the 
relation  ihat  the  most  prominent  portion  of  the  presenting 
pan  bears  to  the  mother's  acetabula  or  sacro-iliac  junctions. 
The  methods  of  naming  presentations  are  numerous.  The 
most  widely  used  method  is  the  following: 

Each  presentation  is  named  from  its  most  prominent  por- 
'  .1 ;  The  vertex  is  named  from 
-'fi-iput;  the  jace  and  brow 
.L  the  chin;  the  breech  from 

here    are  four  positions  of 

h  presentation.     If,  to  use 

vertex    as   a   model,   the 

DKiput     points     toward     the 
I  nwther's  left  acetabulum,  the 

pisition  is  left  occipito-anterior, 

orL  O.  A.,  as  it  is  ordinarily 

»l>ljreviated.       If     it     points 

'"ward  the  right  acetabulum,  it  is  a  right  occipito-anterior, 
*"■  K.  O.  A.  If  toward  the  right  or  left  sacro-iliac  junction, 
■''  is  right  or  left  occipitoposterior;  R.  O.  P.  or  L,  0.  P.  In  a 
■See  presentation  we  then  have  right  or  left  menlo-anterior  or 
^ilerior;  in  a  breech  presentation,  right  or  left  satro-anterior 
"■  posterior.     The  method  applies  to  all  presentations. 

Most  Frequent  Presentation.— The  position  of  the  child  in 
't(.-rij  is  longitudinal  in  99.5  per  cent,  of  all  cases.  The  head'va 
ht  most  common  extremity  to  present.     Il  is  Uve  \iea.v\£s>t 


.lelvit    inlet.        Used    i 
naming    ihc    different    present: 
(Dr  Let.) 
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portion  of  the  child  and  naturally  tends  to  gravitate  downward, 
and  supposedly  aided  by  the  fact  that  the  child  volunlarfly 
assumes  the  position,  to  give  its  extremities  more  room  in  the 
upper  portion  of  the  uterus.  The  commonest  portion  of  lie 
head  to  present  is  the  vertex.  The  vertex  is  roughly  that  portion 
of  the  child's  head  between  the  anterior  and  posterior  fontanels, 
From  the  anterior  fontanel  to  the  root  of  the  nose  is  tbt 
sincifnti;  from  the  posterior  fontanel  to  the  suboccipital  pro- 
tuberance is  the  occipitl.  As  the  longer  half  of  the  child's 
head  is  in  front  of  the  spinal  column,  as  shown  diagrammatic- 
ally  by  two  bars,  one  representing  the  axis  of  the  spinal  column 
and  the  other  the  head,' any  pressure  exerted  on  the  head  vdW 
cause  the  flexion  of  the  longer  bar. 

The  commonest  position  of  a  vertex  presenlalum  is  the  left 
occipi to-anterior.  In  this  position  the  head  is  in  the  rigM 
oblique  diameter,  which  is  the  longest  unobstructed  diameur 
of  the  pelvis.  On  account  of  the  normal  left  lateral  torsion 
of  the  uterus,  the  back  is  turned  anteriorly,  and  the  child  is 
supposed  to  adai)t  its  abdominal  surface  to  the  projeclimi 
forward  of  the  lumbar  spina!  column,  which  turns  its  back 
forward  and  its  occiput  toward  the  left  acetabulum.  1' 
the  back  is  to  the  right,  the  occiput  usually  points  ton-.i 
the  right  sacro-iliac  junction,  because  the  chin  is  turned  forwi. 
by  lateral  torsion  of  the  uterus. 

L.  O.  A.  is  about  70  per  cent,  and  R.  O.  P.  nearly  30  pt! 
cent,  of  vertex  presentations. 

Possible  presentations  of  the  head  are:  (i)  vertex;  (il 
anterior  fontanel;  (3)  brow;  (4)  face;  (5)  ear;  (6)  parietal 
eminence. 

Forces  Involved. — The  forces  involved  in  the  mechanism 
of  labor  are  the  forces  of  exptUsion  and  of  resistance. 

The  forces  of  expulsion  are  the  abdominal  muscles  and , 

muscles  of  the  upper  uterine  segment.     The  lower  uterini" 

segment  is  the  portion  of  the  uterus  that  i?  dilated  to  alloii 

the  pas.sage  of  the  child.     The  boundary  line  between  ihesen- 

.  meats,  usually  at  or  slightVy  above  tW\avtVQl\.\\tlQteraaloa, 
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is  a  perceptible  ridge  and  is  called  the  contraction  ring  of 
Bandl.  The  degree  of  force  exerted  by  the  combined  uterine 
and  abdominal  muscles  has  been  estimated  to  be  from  seven- 
teen to  fifty-five  pounds  (one  estimate  as  high  as  88  pounds). 
The  uterine  muscle  exerts  its  force  upon  the  uterine  contents 
by  diminishing  the  area  of  the  uterine  cavity  and  thus  forcing 
the  fetal  body  in  the  direction  of  least  resistance. 

The  forces  of  resistance  are:  (i)  the  bony  walls  of  the  pelvis; 
(2)  the  lower  uterine  segment  and  cervix;  (3)  the  vagina  and 
(4)  the  vulva;  (5)  the  child's  head  and  body.  The  pelvis 
offers  only  slight  resistance  to  the  passage  of  the  child  of 
normal  size.  The  lower  uterine  segment  and  cervix  are  dilated 
normally  by  a  pouch  of  the  membranes  containing  Uquor 
amnii  pushed  down  in  front  of  the  head,  and  exerting  equal 
hydrostatic  pressure  in  all  directions.  The  membranes  are 
assisted  by  the  longitudinal  fibers  of  the  uterus,  which  help 
to  pull  the  cervix  up  over  the  presenting  part;  by  the  separa- 
tion of  the  muscle-bundles  in  the  cervix,  and  finally  by  the 
fact  that  the  cervix  becomes  paralyzed  and  then  stretches 
mechanically. 

The  fetal  head  and  body  are  classed  as  one  of  the  forces 
of  resistance.  The  head  is  the  largest  and,  in  labor,  most 
imponant  part  of  the  fetus.  The  bones  of  the  bead  are 
divided  from  eachotherbysutures;  the  two  frontal  bones  being 
separated  by  the  frontal  suture,  the  two  parietal  by  the 
sagittal  suture;  (he  frontal  from  the  two  parietal  by  the 
coronal  suture  and  the  two  parietal  from  the  occipi- 
tal by  the  lambdoidal  suture.  At  the  junction  of  the 
coronal,  sagittal  and  frontal  sutures  there  is  a  lozenge  or 
kite-shaped  space  called  the  anterior  fontanel;  at  the  junction 
of  the  sagittal  and  lambdoidal  sutures  is  found  a  small  trian- 
gular space,  the  posterior  fontanel.  The  sutures  and  fontanels 
allow  a  certain  amount  of  mobUity  to  the  cranial  bones.  By  i 
overlapping  of  the  bones,  the  head  is  materially  reduced  in  I 

^^siz«  during  labor,  particularly  in  cases  of  contracted  pelvis,  I 

Hpnd  the  posterior  fontanel  almost  disappears. 
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s  of  posttum  is  made  by  (i)  abdominal  palpation— 
c  the  position  of  the  back,  head  and  extremities;  (a) 
inal  auscultation — to  note  the  position  of  the  heart 
i^'  is)  ^■aginal  examination — to  note  the  character  and 
lions  of  the  presenting  i»art  and,  if  a  vertex,  the  relation 
ti  sagittal  suture  to  the  obHque  diameter  of  the  pelvis  and 
K  portion  of  the  large  and  small  fontanels;  (4)  to  a  limited 
,■  the  i-ray. 

I  of  Heart  Sounds. — In  L.  O.  A.  they  are  heard 

ne  inch  below  and  one  inch  to  the  left  of  the  umbil]- 

i;  in  L.  O.  P.  one  inch  below  the  umbilicus  and  well  over  in 

e  left  flank.     In  R.  O.  A.  one  inch  below  and  one  inch  to 

It  right  of  the  umbilicus;  in  R.  O.  P.  one  inch  below  and  well 

T  in  the'  right  flank.     In  breech  presentation,  on  a  trans- 

e  line  about  three  fingers  above  the  umbilicus;  in  trans- 

;  presentations;   on   a  transverse  line  midway  between 

'he  umbilicus  and  symphysis.     The  a:-ray  will  show  whether 

ne  position  of  the  child  is  head  or  breech  presentation,  or 

tisnsvcrse.     It  will  not  show  the  various  positions  of  vertex 

^kbteech  presentation  with  any  accuracy. 

■  VERTEX  PRESEPITATIONS 

HJ)ia£noBts  of  L.  O.  A.— Abdominal  examination  shows  the 

^pcii  lo  the  left;  the  head  below;  the  heart  sounds  heard  plain- 

Httone  inch  below  and  to  the  left  of  the  umbilicus. 

V  Vapnal  examintUion  shows  the  dome  of  the  vertex  present- 

^K  the  s^ttal  suture  in  the  right  oblique  diameter;  the  small 

Kingular  fontanel  anterior  near  the  left  acetabulum;  the 

Mrge  diamond -shaped  fontanel  back  near  the  right  sacro- 

Hfac  joint.     It  is  difficult  to  feel  these  details  unless  the  cervix 

Bl  fairly  well  dOated. 

I  Diagnosis  of  L.  0.  P. — Abdominal  examination  shows  the 

Bpwk  to  the  left,  the  head  below;  the  heart  sounds  one  inch 

Bprimr  the  umbilicus  and  in  the  left  flank. 

H  ('<i|>i«a/  examinalian  shows  the  dome  of  the  vertex  present- 

^k;tlie  sagittal  suture  in  the  left  oblique  diameVei*,  the  small 


I 
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fontanel   posterior  near   the  left  sacro-iliac  joint;   the  Urge 
fontanel  anterior  near  the  right  acetabulum. 

Diagnosis  of  R.  O.  P. — Abdomittal  examination  shows  the 
back  to  the  right;  the  head  below;  the  heart  sounds  heard  one 
inch  below  the  umbilicus  and  well  over  in  the  right  Sank. 

Vaginal  examination  shows  the  dome  of  the  vertex  pre- 
senting; the  sagittal  suture  in  the  right  oblique  diameter;  Ihc 
small  fontanel  hack  near  the  right  sacro-Uiac;  the  large  fonta- 
nel forward  near  the  left  acetabulum. 

DiagDOsis  of  R.  O.  A. — Abdominal  examination  shows  the 
back  to  the  right;  the  head  below;  the  heart  sounds  heard  one 
inch  below  and  one  inch  to  the  right  of  the  umbilicus. 

Vaginal  examinalion  shows  the  dome  of  the  vertex  present- 
ing; the  sagittal  suture  in  the  left  ohhque  diameter;  the  large 
fontanel  hack  near  the  left  sacro-iliac  point;  the  small  fontanel 
forward  near  the  right  acetabulum. 

When  during  labor  there  is  a  large  caput  succcdaneuni  and 
the  sutures  and  fontanels  are  masked  by  it,  it  may  be  a  help 
in  diagnosis  to  feel  high  up  for  the  child's  ear,  or  even  palpate 
the  head  by  inserting  the  whole  hand  in  the  vagina.  This  is 
done  under  anesthesia,  as  a  preliminary  to  a  forceps  delivery; 
it  is  never  needed  in  a  spontaneous  delivery.  In  case  of 
doubt,  when  a  diagnosis  cannot  be  made  with  certainty,  few 
mistakes  will  be  made  if  the  head  is  assumed  to  be  in  the 
right  ohhque  diameter  of  the  pelvis,  and  the  forceps  applii 
accordingly. 

The  Mechanism  of  a  Vertex  Presentation. — ^The  mechi 
of  a  vertex  presentation  can  best  be  described  in  ten  steps, 
is  essentially  the  same  in  all  positions  of  a  vertex. 

I.  Flexion  and  moulding  of  the  head,  occurring  from  t 
time  of  subsidence  of  the  uterus  to  the  actual  onset  of  labor. 
Its  purpose  is  to  fit  the  head  accurately  in  the  pelvic  inlet. 

a.  Further  flexion  and  moulding,  at  the  beginning  of  the 
first  stage  of  labor,  is  a  continuation  of  the  first  step. 
J.  LiUeral  hiflinalion  of  the  head,  to  accommodate  it  to 
,*fe  new  direcdoa  it  has  to  take,  to  dgacfcnA.  I'&R  \«JiiBL  taaaaJM. 
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te  axis  of  the  pelvic  canal  does  not  continue  in  the  same 
line  as  the  axis  oE  the  uterus,  but  takes  a  direction  at  first 
downward  and  backward. 

4.  Oblileraliott  of  the  Imglh  of  the  cervix  and  the  dilatation 
of  Us  cafial,  by  the  amniotic  sac. 

5.  Descent  of  the  head  to  the  pelvic  floor,  by  extension  of 
the  fetal  spine.  The  body  does  not  follow  this  movement, 
so  that  the  hips  remain  at  as  high  a  level  as  they  were  before. 
The  child's  back,  which  during  the  early  stage  of  labor  is 
rounded,  is  simply  straightened  out 

6.  Anterior  Rotation  of  the  Occiput. — When  the  most  de- 
pendent portion  of  the  head  (in  a  vertex  presentation,  the 
occiput')  strikes  the  pelvic  floor,  it  follows  the  direction  of  least 
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of  the  occiput. 


resistance  and  rotates  downward,  forward  and  inward,  until 
it  occupies  a  position  under  the  symphysis.  The  movement 
is  the  same  in  all  positions  of  a  vertex  presentation,  except 
that  in  posterior  positions  the  ocdput  has  a  greater  distance 
to  rotate,  and  the  labor  is  consequently  longer.  An  anterior 
position  rotates  through  45  degrees;  a  posterior  position 
through  i.JS  degrees. 

7.  Birth  of  the  head,  partly  by  actual  propulsion  along  the 
canal  and  partly  by  extension  of  the  bead,  to  allow  the  face 
U>  be  bom  over  the  perineum  while  the  occiput  is  arrested 
under  and  anterior  to  the  symphysis. 

8.  Hes/i/itdioti. — Whca  the  head  rotates,  t\\e  &\vou\4w=>  ^o  ' 
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not  follow  the  movement,  and  the  neck  is  thus  somewU 
twisted.  When  the  head  is  born  the  twist  in  the  neck  I 
corrected  and  this  is  called  restitution.  It  is  a  thearetici 
movement  and  is  rarely  noticeable. 

9-  External  rotalion  of  the  head  externally  following  I 
rotation  of  the  shoulders  internally  as  the  anterior  shouldd 
encounters  the  resistance  of  the  pelvic  floor  and  is  rotate 
downward,  forward  and  inward  under  the  symphysis. 

lo,  Bir/h  of  the  Shoulders. — The  anterior  shoulder  appc 
first  under  the  symphysis,  emerges  half  way  and  is  then  i 
rested.  The  posterior  shoulder  sHps  out  over  the  perincud 
and  then  the  anterior  shoulder  is  entirely  born,  and  the  n 
the  child's  bodv  follows  rapidly. 

Most  Common  Abnormalities  of  Mechanism  in  a  Vertex 
Presentation.— Tiie  mechanism  of  a  \'ertex  presentation  ha- 
few  abnormalities,  the  most  important  being 

1.  Engagement  of  the  head  in  the  transverse  diameter,  instead 
of  the  oblique,  in  contracted  pelves.  This  diameter,  if  the 
iliopsoas  and  iliacus  muscles  are  flattened  out  by  pressure, 
affords  greater  room  for  the  head. 

2.  Imperfett  flexion,  in  contracted  pelvis,  to  allow  the  en- 
gagement of  the  smaller  bitemporal  diameter  in  the  contracted    i 
conjugate,  instead  of  the  larger  biparietal  diameter.  I 

3.  Exaggerated  lateral  inclinalion,  in  flat  pelves.  The  angle  I 
at  which  the  axis  of  the  pelvic  canal  meets  the  axis  of  the  . 
uterus  is  increased)  and  the  head  has  a  sharper  corner  to  turn.    1 

4.  Slow  dilatation  of  the  cervix,  from  rigidity  or  in  contracted  1 
pelves. 

5.  The  head  passes  the  promontory  one-half  at  a  lime.  Thi' 
is  seen  in  flat  pelves,  and  is  a  direct  consequence  of  exaggeraled 
inclination.  The  head  is  arrested  with  the  parietal  eminences  1 
caught  on  the  promontory  and  symphysis.  As  the  lateral  I 
inclination  increases,  the  posterior  parietal  eminence  rides  up 
and  allows  the  anterior  to  slip  past  the  upi>er  edge  of  the 
symphysis.  As  the  symphysis,  below  its  upper  edge,  shelves 
'ut,  thisallows  the  whole  head  lo  move.\^oTV)a.tOitwiM.'^\aV. 
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jsterior  parietal  eminence  slip  pasl  ihe  promontory,  and 
e  bead  to  enter  the  pelvic  canal. 

6.  Posterior  Rotation  of  the  Occiput. — In  about  1,5  to  3  per 
at.  o£  cases,  the  occiput,  instead  of  rotating  forward  under 
c  symphysis,  goes  backward  into  the  hollow  of  the  sacrum. 
Causf. — I.  Obstacles  to  forward  rotation  such  asa  large  head 

I  which  fits  tightly  in  the  pelvis,  or  a  hand  prolapsed 
down  beside  the  head,  acting  as  a  wedge  to  prevent 
forward  rotalion. 

;.  54.^ — -Touch  picture.      Occiput  rotftled  int.Q  the  hollow  of  the  Bacrum. 

2.  Lack  of   resistance,  such   as  a  lacerated  perineum, 
^vjnstoroajor  pelvis  or  small  fetal  head. 
Hn,  Imperfect  flexion,  allowing   the   chin   to  strike  the 
^ReU-ic  floor,  and  be  rotated  anteriorly,  thus  throwing 

the  occiput  posteriorly, 
EJfecl. — I.  Greatly  prolongs  labor. 

2.  Greatly  increased  fetal  mortality  (9  per  cent.). 

3.  Greatly  increased  danger  of  laceration  of  the 
perineum. 

Management. — Prevent  its  occurrence  if  possible,  by  the 
P^^iplication  of  forceps  to  twist  the  head  around,  or  the 
e  of  one  blade  of  the  forceps  as  a  lever  to  pry  the  head 
round.     If  the  accident  occurs,  spontaneous  dehvery  is 
possible,   but   the    application    of    forceps    is    usually 
required.     The  forceps  is  applied  without  roX.a\.\Q^  ol 
^■ibePUdes,  Jater^Jy  to   the  child's  head,  l\vc  &a%\\.Xali. 
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suture  runs  anteroposteriorly,  the  large  fonU: 
under  the  symphysis.  When  the  forceps  is  adju? 
traction  is  made  by  constantly  raising  the  i 
until  the  child's  brow  appears  under  the  s>inphj'aj 
The  handles  are  then  lowered,  to  extract  the  face;  i 
then  raised  again,  to  extract  the  occiput.  Episiotoi 
(oblique)  is  usually  required,  to  save  undue  laceratij 
of  the  perineum. 
7.  Delayed  AiUerior  Rotation  of  the  Occiput. 
I.  Excessive  size  of  head. 
3.  Errors  in  flexion. 

3.  Compound  presentations,  where  the  hand  acts  asa 
wedge. 

4.  Inertia  uteri. 
Management. — If  the  labor  is  unduly  prolonged,  and  exa 

nation  shows  the  head  still  to  be  in  the  oblique  diameierTl 
the  best  treatment  is  the  application  of  forceps.  The  I 
complication  is  most  likely  to  occur  in  R.  O.  P.  The  I 
forceps  is  applied  in  this  position,  the  head  drawn  down  ] 
on  the  perineum,  and  then  rotated  anteriorly  by  the  I 
forceps  as  rotators.  The  forceps  (then  nearly  upside  [ 
down)  is  removed,  reapplied  as  in  R.  O.  A.  and  the  \ 
delivery  completed.  This  is  the  Scanzoni  n 
and  is,  except  in  a  primipara,  belter  than  the  manual  ■ 
rotation  either  on  the  perineum  or  at  the  pelvic  brim 
In  posterior  positions  of  the  vertex,  forceps  deliver>'  > 
required  in  about  15  per  cent. 

FACE  PRESENTATION 

Frequency. — Face  presentation  occurs  about  once  in  two 
hundred  and  fifty  to  three  hundred  cases. 

Cause. — .\  face  presentation  is  usually  due  to  some  cause 
preventing  proper  flexion  of  the  head,  such  as  tumors  or  enlarge- 
ment of  the  neck,  coiling  of  the  cord  around  the  neck,  marked 
enlargement  oi  the  thorax,  elc. 


I  Diagnosis. — ^Tiie  diagnosis  of  a  face  presentation  is  made  as 
)ws; 

,  By  Abdominal  Examination. — The  child  is  found  present- 
er the  head,  the  bulk  of  the  head  to  one  side  of  the  median 
i;  a  deep  groove  can  be  felt  between  the  child's  occiput  and 
,  and  the  heart  sounds  are  heard  most  plainly  over  the 
Id's  abdominal  surface. 

By  Vaginal  Exnminalicm. — The  presenting  part  is  high 
;  the  smooth  surface  of  the  forehead  forms  a  marked  con- 


Ltasl  to  the  irregular  outline  of  the  rest  of  the  face;  when  the 
o?  is  dilated,  the  characteristic  features  of  the  face  can  be 
fell — the  orbital  ridges  and  eye-sockets,  the  nose,  the  point  o£ 
Lhc  chin  and  the  mouth  with  the  hard  line  of  the  gums.  If  the 
[i.uient  has  been  in  labor  for  some  time,  the  features  of  the 
.  iiild's  face  are  often  obscured  by  edema,  and  the  diagnosis 
iiiust  rest  upon  the  discovery  of  the  mouth.  It  is  recognized 
i-  [he  mouth  by  the  hard  line  of  the  gums  within  it,  and  by  the 
;  let  that  if  the  finger  be  inserted,  the  child,  if  alive,  will  suck 
ii|>on  it. 
The  diagnasis  of  position  ol  a  face  presentation  w  madeXi'^ 
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noting  the  position  of  ihe  chin.     If  near  the  left  acet^ 
the  position  is  L,  M.  A.  (left  men  to-anterior);  if  near  ihc 
sacro-iliac,  L,  M.  P.;  if  near  the  right  sacro-iliac,  R.  M. 
if  near  the  right  acetabulum  R.  M.  A.     A  common  « 
diagnosis  is  to  mistake  a  breech  for  a  face  presenlatioil 


Mechanism.^ A  face  presentation  almost  ii 
as  a  brow  presicntation,  but  becomes  a  face  preseiM 
soon  as  labor  sets  in,  and  the  head  becomes  fully  ( 
The  chin  is  the  most  prominent  part,  and  is,  in  a  normal 
rotated  anteriorly  when  ii  mceV,5  llae  ^caisvatitt  ci\  ■Owe 
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Hence  the  four  positluos  of  a  face  presentation  are 
■td  ihe  left  mento-anlerior  or  |x>stcrior,  and  the  right 
StD-anterior  or  posterior.  The  left  men  to-anterior  is  the 
a  omiinon.  Face  presentation  is  dangerous  to  both 
llhcr  and  child.     By  steps,  in  a  strictly  norma!  case,  the 

■m  is  as  follows: 
t-  Gradual  extension  and  moulding  of  the  head,  in  the  two 
tks  preceding  labor. 
a.  Further  extension  and  moulding,  when  labor  sets  in. 

3.  Lateral  inclination  of  the  head. 

4.  Dilatation  of  the  cervical  canal. 

J.  Descent  of  the  head  to  the  pelvic  floor. 
6.  Anterior  rotation  of  the  chin,  wliich  meets  the  resistance 
tht  pelvic  floor,  and  is  turned  downward,  forward  and 
iSid,  until  it  rests  beneath  the  symphysis. 
'.  Birth  of  the  head,  by  propulsion  along  the  canal  and  by 
till  flexion. 
i  Restitution. 
'  £itemal  rotation. 
10.  Birth  of  the  shoulders  and  body,  in  the  way  already 
aihed  under  vertex  presentation. 

/ace  presentation  with  the  chin  anltrlor,  is  a  possible  lalxir 

can  perform  spontaneously  all  the  steps  noted  above.    A 

presentation  with  the  chin  posterior  is  an  impossible  labor, 

rannot,  without  active  interference,  proceed  beyond  the 

■  I'rt  where  normally  the  chin  should  rotate  anteriorly. 

Ahoonnalities    in   Mecbanism. — The    commonest    abnor- 

■liiiy  in  mechanism  is  the  delay  or  entire  failure  of  rotation  of 

'  chin  under  the  symphysis,  or  its  rotation  into  the  hollow 

ilif  sacrum.     To  secure  this  rotation  it  is  necessary  for  the 

•!w  to  encounter  the  resistance  of  the  pelvic  floor.     If  the 

cUn  is  poilcrior  lo  the  midtransverse  Une  of  the  pelvis,  on 

ittount  of  the  disproportion  between  the  length  of  the  child's 

n«ii  (1-5  inches)  and  the  lateral  depth  of  the  pelvis  (3.5 

iwhts)  the  chin  is  often  unable  to  descend  far  enough  before 

lie  thora:i  he^ns  to  enter  the  peivis  and  ptevenl.  l\ltVll«l 
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progress.    The  chin  must  perform  this  forward  mow 
for  the  head  to  be  born. 

As  the  uterine  contractions  continue,  they  attempt  tc 
the  upper  portion  of  the  trunk,  with  the  posterior  half 
child's  head  into  the  pelvis.  As  these  portions  of  the 
have  a  total  diameter  of  i8  cm.  (7.25  inches)  it  is  obK 
impossible  to  crowd  them  into  the  pelvic  inlet,  which 
diameter  of  only  11  cm.  (4.25  inches),  and  the  labor 
superably  obstructed. 


Prognosis  of  Face  Presentation, — Mother. — Deep  j 

lacerations  are  common,  because  of  the  large  diameter  a 
head  (the  mento-occipital)  engaged  as  the  head  is  1 
The  maternal  raorLalily,  including  cases  that  have  been 
managed  is  6  per  cent,  but  with  intelligent  treatment  s! 
be  verj'  much  less. 

Child. — The  fetal  mortality,  from  the  prolongation  of  laboC 
and  the  undue  pressure  upon  the  child's  head  is  15  per  cenl. 

Management.— If  the  patient  is  seen  early  in  labor,  and 
the  chin  is  found  to  be  well  forward  of  the  transverse  diameter 
of  the  pelvis,  the  labor  will  in  all  probability  terminate  sponta- 
neously and  require  no  interference,  but  only  careful  watch- 
ing, with  more  frequent  examination  than  in  a  vertex  presenta- 
tion.    If  the  chin  is  posterior,  and  this  occurs  almost  as 
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nequeoDy  as  anterior  positions,  an  attempt  should  be  made, 
if  seen  early,  to  convert  the  face  into  a  vertex  presentation, 
by  flexing  the  head  either  by  external  manipulation  (SchaU'g 
metiiod)  or  by  esiemal  and  internal  manipulations  combined 
(Baudelocque's  method).  If  the  labor  is  well  advanced,  an 
attempt  should  be  made  to  secure  anterior  rotation 
chin  by  supplving  the  resistance  usually  afforded  by  the 
pelvic  floor.  This  can  be  done  by  pressing  upon  the  chin  and 
posterior  cheek  with  two  fingers;  by  using  a  single  blade  of 
the  forceps  as  a  lever,  which  is  less  tiresome  and  more  con- 
venient than  the  fingers;  or  by  applying  forceps  to  the  head 
and  compelling  rotation  by  twisting  the  head  in  the  necessary 
direction. 

If  the  chin  is  anterior  to  the  transverse  diameter,  the  for- 
ceps ma>'  be  used  as  tractors  as  well  as  rotators,  If  the  chin 
is  posterior,  the  head  should  never  be  pulled  upon  with  t 
If  all  efforts  at  rotation  fail,  it  may  be  possible,  under  ether, 
(o  push  the  head  out  of  the  pelvis  (if  it  is  not  loo  firmly  im- 
]racted)  and  by  performing  |>od;ilic  version,  deliver  Ihe  child, 

Maoagement  of  Impacted  Pace  Presentations.^If  the 
P^itient  is  seen  late  in  lalwr,  when  posterior  rotation  of  the 
chin  has  already  occurred,  and  the  child's  face  firmly  wedged 
in  the  pelvic  canal,  the  problem  is  a  difficult  one.  First  it 
should  be  ascertained  if  the  child  is  alive  or  dead.  If  deiul, 
craniolamy  offers  a  simple  solution.  If  alive,  and  the  head  is 
not  loo  firmly  wedged  in  (as  it  probably  is)  an  attempt  should 
l>e  made  to  convert  it  into  a  vertex  presentation  and  then 
iixlract  w4th  forceps.  This  attempt  will  probably  fail.  If 
the  uterus  is  not  firmly  moulded  around  the  child's  body 
and  tetanically  contracted,  podalic  version  may  be  done;  but 
this  is  usually  a  most  dangerous  procedure.  If  the  case  is 
not  a  proper  one  for  it,  and  few  of  ihem  are,  a  ruptured  uterus 
will  almost  certainly  result. 

An   impacted  face   presentation,   with  a  live  baby,   calls 
usually  for  either  pubioiomy  or  cesarean  sectiotv,  tVie\a.W 
lieing  the  better  and  safer  method. 
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However,  by  this  time  the  cltild  is  m  lirmly  impacted  thai 
no  change  in  its  position  can  be  made  with  safety;  it  is  usually 
dead  from  the  excessive  pressure,  and  the  commonest  method 
for  these  impacted  face  presentalions  with  the  chin  posterior 
is  craniotomy. 

BROW  PRESENTATION 

In  brow  presentation  the  head  occupies  a  position  midway 
between  flexion  and  extension,  thus  presenting  the  largest 


1 


Fig.  s*.—  Ltft  n 


diameters  of  the  head  to  engage  in  the  superior  strait.  It  is 
the  most  unfavorable  presentation  for  both  mother  and  child. 
PTequency. — A  persistent  blow  pTes,e,uXa,\iQTv  oti'on.  wsfc  in. 
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1750  labors.  As  every  face  presentation  begins  as  a  brow, 
and  as  a  brow  presentation  ic  not  infrequently  converted  into 
a  vertex,  primary  brow  presentation  must  l>e  much  more 
frequent  than  the  figures  would  indicate. 


Cause. — ^The  same  causes  account  for  both  face  and  brow 
presentations. 

Di&goosis. — The  points  upon  which  the  diagnosis  rests  are 
practically  the  same  as  for  a  face  presentation,  with  one  ex- 
ception. It  is  not  ordinarily  possible  to  feel  the  chin  and 
mouth;  as  by  the  time  these  are  palpable,  the  presentation 
has  become  a  face. 
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Miechanism. — The  positions  of  a  brow  presentation  are 
named  from  the  positions  of  the  chin,  and  the  steps  of  the 
mechanism,  when  possible,  are  exactly  those  of  a  face  presen- 
tation. 

Abnonnalities  in  Mecbanism. — The  head  is  more  tightJv 
wedged  into  the  pelvis  than  in  a  face  presentation,  on  account 
of  the  larger  fetal  diameters  involved.  For  this  reason  delay 
in  rotation  of  the  chin  is  the  rule,  and  an  insuperably  ob- 
structed labor  from  failure  of  or  posterior  rotation  of  the  chin 
is  common. 

Prognosis.— The  fetal  mortality  is  30  per  cent.  The  ma- 
ternal mortality  depends  upon  intelligent  management.  It 
has  been  estimated  at  10  per  cent.,  but  should  be,  in  competent 
hands,  almost  negligible. 

Management.^The  management  is  that  of  a  face  presenta- 
tion. It  is  not  likely  thai  rotation  can  be  secured,  even  by 
using  the  forceps  as  rotators,  and  if  the  head  is  not  firmly 
engaged,  version  will  give  the  best  results.  If  the  head  is 
firmly  impacted  the  management  is  the  same  as  that  of  an 
impacted  face  presentation. 

PRESENTATION  OF  THE  GREATER  FONTANEL 
Presentation  of  the  greater  or  anterior  fontanel  is  a  rare 
occurrence.  Its  mechanism  is  practically  that  of  a  face 
presentation.  The  largest  diameters  of  the  head  are  involved, 
and  extensive  lacerations  of  the  cervix  and  pelvic  floor  are 
verj-  frequent. 

Treatment. — It  should  be  converted  into  a  vertex  presenta- 
tion if  possible,  by  pressing  the  brow  upward  with  two 
fingers  of  one  hand  in  the  vagina,  while  counlerpressure  down- 
ward is  made  upon  the  occiput  through  the  abdominal  walls, 
with  the  other  hand. 

BREECH  PRESENTATIONS 

Frequency. — ^Breech  presentations  occur  in  about  3.3  per 
cent,   of  aJl  lalwrs.     They  aie  tnoie  iTei^enJ.  m  multiparx 
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than  in  primiparte;  and  more  frequent  in  nmlliplc  than  in 
single  pregnancies. 

Cause. — The  causes  of  breech  presentations  are  usually 
irregularilies  in  the  shape  of  the  fetus  or  of  the  uterus,  such  as 
dilatation  of  the  lower  uterine  segment,  or  hydrocephalus, 
Their  occurrence  is  favored  by  any  obstruction  to  the  normal 
engagement  of  the  head,  such  as  a  contracted  pelvis,  or  a 
pelvic  tumor. 

Diagnosis. — ,1  bdominal  Examination. — The  head  can  usually 
be  felt  in  the  upper  portion  of  the  uterus;  the  back  occupies 


one  side  of  the  uterine  cavity  and  the  extremities  the  other; 
the  presenting  part  is  small,  easily  compressible  and  the  fetal 
heart  sounds  are  heard  most  often  above  the  umbilicus. 

By  vagina!  examination  the  presenting  part  is  small  and 
high  up;  the  dome-like  projection  of  the  child's  head,  felt 
in  vertex  presentations  is  absent,  and  by  careful  examination 
the  features  of  the  breech  may  be  made  out;  the  tip  of  the 
sacrum,  the  buttocks  and  the  genitalia.  If  the  membranes 
are  ruptured,  the  finger  is  often  stained  with  meconium.  One 
or  both  feet  are  often  felt  alongside  of  or  even  below  the  breech- 
Ji  is  not  uncommim  for  a  breech  to  be  mi&laVen  \ox  ^  lasi 
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r  presentation.     It  is  nut  uiiaimmon  for  a  brcccli  presenlalit 
to  change  into  a  head  presentation.    This  is  most  likely 
happen  during  the  last  month  of  pregnancy,  and  has  Iw 
reported  as  occurring  even  during  labor;  of  course  before  \M 
presenting  part  has  become  engaged,     A  breech  presenlalion, 
with  presentation  of  one  or  both  feet,  is  sometimes  called 
"footling." 


'    Pic.  6t,— What  Ihe  ennmininB  finger  f«ls  in  a  loft  5 _.   , 

lion  of  a  breech  presentation.     Both  feet  palpable.     |£>c  Let.) 


Mechanism. — ^The  most  prominent  part  of  the  breech  is 
the  sacrum.  Hence  the  positions  of  a  breech  presentation 
are  fight  or  left  sacro-iinterior  or  posterior:  R.  S.  A.;  L,  S.  A.; 
R.  S,  P.;  L.  S.  P.  The  flexion  and  moulding  of  the  presenting 
part,  seen  in  vertex  presentations,  is  absent  in  a  breech,  be- 
cause the  jiresenting  part  is  so  small  and  easily  compres^bk 
that  it  does  not  have  to  accommodate  itself  to  the  shape  fl 
the  pelvic  inlet.     The  first  step  in  the  mechanism  is 

1,  Lateral  inclination  of  the  breech, 

2.  Dilatation  of  the  cervix. 
,}.  Descent  of  the  hips  to  the  pelvic  floor. 

4.  Anterior  rotation  of  the  sacrum. 
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5.  Birth  of  the  hips, 

6.  Engagement  of  the  shoulders  in  one  of  the  oblique 
diameters,  usually  the  right,  and  descent  of  the  shoulders. 

7.  Anterior  rotation  and  birth  of  the  shouliiers. 

S,  Engagement  of  the  head  in  the  oblique  diameter  opposite 
to  that  in  which  the  shoulders  engaged. 

9.  Anterior  rotation  of  the  occiput  and  birth  of  the  head  by 
the  chin,  face,  forehead  and  anterior  fontanel  passing  succes- 
sively over  the  pelvic  floor. 

Abnonnotities  in  Mechanism. — Slow  DUatatiott  of  the  Cervix. 
— -The  breech  is  small,  easily  compressed,  and  an  inefficient 
excitor  of  uterine  contractions.  It  is  not  unusual  for  this  step 
to  lake  twenty-four  to  thirty-six  hours. 

Imperftct  Rotalion, — On  account  of  the  small  size  of  the 
breech,  the  anterior  hip  often  meets  with  resistance  insuf&ctent 
to  rotate  it  forward  under  the  symphysis  and  the  hips  emerge 
from  the  vulva  in  an  oblique  position. 

Posleriar  rotation  of  /At  occiput  is  a  rare  abnormality  and 
will  be  discussed  in  the  management  of  a  breech. 

Prognosis. — Breech  lalrors  are  often  very  long,  on  account 
of  the  slow  dilatation  of  the  cervix.  The  fetal  mortality  is 
JO  i>er  cent.,  and  prolapse  of  the  cord  is  much  more  common 
than  in  vertex  presentations.  Prolapse  of  the  cord  is  a  serious 
complication  in  a  vertex  presentation;  in  a  breech  it  is  rarely 
serious,  as  the  risk  of  compression  is  slight.  Passage  of 
meconium  is  a  serious  feature  of  any  labor  except  a  breech. 
It  usually  signifies  impending  death  for  the  child.  In  a 
breech  prcsenlaiion  it  is  due  largely  to  mechanical  compres- 
sion, and  has  usually  no  serious  feature, 

M«nagement.~If  the  case  is  seen  before  labor  has  begun, 
it  may  be  converted,  by  external  version,  into  a  vertex  pres- 
entation, to  give  the  child  the  increased  chance  of  safe  de- 
livery. The  attempt  to  do  this  will  often  fail.  If  labor  has 
set  in,  it  should  not  be  interfered  with  until  the  child's  body 
has  emerged  up  to  the  umbilicus.  A  lung  lingct-Uke  \«wc«ss 
of  the  membmncs  often  proj'fcts  lliruugk-lhc  diiatui^  C«V1 
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and  should  not  be  ruptured,  on  account  of  the  danger  of  pro- 
lapse of  the  cord.  When  the  hips  appear  at  the  vulvar  orifice, 
the  patient  is  brought  across  the  bed,  and  placed  in  tiie 
lithotomy  position,  with  her  hips  well  over  the  edge  of  tie 
bed.  The  body  of  the  child,  as  it  appears,  is  grasped  with 
both  hands,  and  pulled  down  toward  the  floor.  This  throws 
the  arms  up  over  the  head.  The  arms  are  next  extracted  by 
grasping  the  feet  in  one  hand  and  carrying  the  child's  body 
up  and  to  one  side  The  opposite  arm  is  then  extracted  by 
inserting  two  fingers  m  the  vagina,  locating  the  arm,  and  by 


;,  6s. — Dflivury  of  after 


pressure  on  the  forearm  (no(  the  upper  arm)  sweeping  it  across 
the  child's  face.  The  body  is  then  carried  to  the  other  side 
and  the  other  arm  extracted.  The  head  is  delivered  by  the 
Wigand  method  of  placing  the  child  across  the  forearm  with 
the  middle  "finger  in  its  mouth,  to  maintain  the  flexion  of  the 
head  The  body  is  then  carried  up  over  the  mother's  ab- 
domen, in  the  so-called  curve  0/  Cams,  aided  by  suprapubic 
pressure  upon  the  occiput  with  the  free  hand. 

When  the  child's  body  is  pulled  down    toward   the  floor, 
one  or  rarely  both  of  the  arms  are  caught  behind  the  nee 
below  the  occiput.     This  is  tKc  imc\\a.\  ^wft\\.wi"a  of  the  s 


m 


and  il  is  often  necessary  to  fracture  the  humerus  to  dislodge  \ 
Ihem.     The  other  methods  of  delivering   the   after-coming 
head  will  be  described  in  the  chapter  on  obstetric  operations. 

PoiUrioT  rotation  ojtke  occiput  should  not  occur,  if  the  attend-   , 
a^l  has  been  careful  to  rotate  iJie  back  anteriorly  while  pulling 
Upon  the  body  after  the  hips  have  appeared.    If  it  occurs,  its 
management  depends  upon  whether  the  chin  is  free,  or  caught 
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under  the  symphysis.  If  il  is  free,  the  child's  body  is  carried 
straight  down  toward  tlie  floor;  if  it  is  caught  under  the 
symphysis,  the  body  is  carried  up  over  the  mother's  abdomen. 
In  any  case  of  breech  presentation,  no  time  should  be  wasted 
after  the  body  is  born  past  the  umbilicus. 

From  the  time  the  umbilicus  is  born  until  the  delivery  is 
complete,  the  cord  is  suhji^cted  to  serious  compression.  Hence, 
ii*(e  /a  ihc  termiiialion  of  the  labor  is  essenliaV,     'VW  vi 


vers  described  should  he  performed  as  rapidly  as  is  consistent 
wilh  safety,  until  the  child's  face  is  exposed  through  the  vulval 
ring,  and  its  nose  and  mouth  visible.  From  this  time  on, 
haste  is  not  essential,  as  the  child  can  breathe,  and  thesloi 
delivery  of  the  large,  posterior  portion  of  the  head  w 
mize  the  severe  lacerations  which  commonly  attend  this  com- 
pleting step  in  the  delivery. 

In  certain  cases  of  breech  presentation  in  primiparas,  i 
justominor  pelves,  whose  measurements  in  themselves  do 
necessarily  demand  it,  cesarean  section  must  be  consider! 
as  a  means  of  delivery.     The  head  cannot  be  fitted  in 
pelvis;  it  must  come  through  hurriedly,  extended  and 
moulded,  and  when  the  decision  to  deliver  by  vagina  is  once 
acted  on,  it  is  not  possible,  after  the  body  is  delivered, 
change  and  try  something  else.    All  these  factors  must 
considered,  and  in  certain  cases  cesarean  section  will  unqui 
tionably  appeal  to  the  physician  as  the  best  means,  for  bolii 
mother  and  child,  in  a  justominor  pelvis  whose  measurements, 
were  the  case  one  of  head  presentation  in  which  a  test  of  labor 
could  be  carried  out,  would  not  justify  a  section. 

It  is  a  good  rule  never  to  attend  a  breech  presentation,  or 
case  requiring  version  without  having  the  forceps  boiled  ai 
ready  for  use,  in  case  any  difficulty  is  found  in  delivering' 
the  aftercoming  head. 

In  many  cases,  episiotomy  will  avert    ejttensive  or  evi 
complete  perineal  lacerations. 


TRANSVERSE  PRESENTATION 

Frequency.— Once  in  about  two  hundred  cases. 

Cause.— Transverse  presentations  are  seen  in  women  i 
abnormal  re!a.xation  of  the  abdominal  walls;  deformities  of  the 
pelvis  such  as  kyphosis;  distention  of  the  uterine  cavity  due  tu 
a  fibroid  tumor  and  rarely  in  ca.ses  of  hydramnios  or  hydro- 
cephalus.    They  are  much  more  frequent  in  multipara  thi 
I  ki  primiparx. 


TRANSVERSK    PRESENTATION 


osis.— 1  he  abdomen  b  much  wider  than  normal,  and 
axis   of   the   uterus   runs   transversely.     The   head 


D  iliac  fossa  and  the  breech  the  olher ',  the  &t\ouW« 
^(^  OMdthe  heart  sounds  are  heard  ttual.  v'WAiijj 
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in  the  middle  line  below  the  umbilicus.  By  vaginal  exami- 
nation the  presenting  part  is  high  up,  and  by  careful  palpation 
it  is  sometimes  possible  to  make  out  the  characteristics  of  the 
shoulder. 

Position. — It  is  usually  asserted  that  a  transverse  prescnu- 
tion  has  not  the  four  positions  given  lo  the  other  presentations. 
A  plan  has  been  proposed,  but  not  widely  accepted,  to  name 
four  positions  of  a  transverse  presentation  from  the  acromion 
process.     Hence  left-acromio-anterior,  etc. 


Mechanism. — Strictly  speaking  a  transverse  presentalion   I 

has  no  mechanism.     When  labor  sets  in,  the  shoulder  presents,  j 

an  arm  usually  prolapse?,  and  a.11  ptog,cess  ceases.     Presenta-  I 

tionsaf  the  umbilicus  or  back  ate  ^^\y\e,'^'^\.T^ife.   "^i.'ax.*.  ' 

a   case  were   left   to   itseU,  v\\e  Vo-wct  \i\fc'c"mft  ■yt'^TOaw. -sov^*^ 
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rdistended,  the  contraction  ring  rise  higher  i 

the  uterus  ruptured. 

)us  delivery  is  possible  in  one  of  three  ways: 

ition  into  a  vertex. 

aneous  evolution  into  a  breech  presentation. 

aneous  delivery  as  a  shoulder  presentation,  with  I 

jbledup  (corporereduplicato).     This  is  most  likely  j 

1  premature  children,  but  the  author  has  seen  one  ] 

term,  where  the  child  weighed  eight  and  one-half  [ 

;. — Unless  the  labor  is  terminatetl  by  artificial  H 
,d.  It  the  case  is  neglected,  rupture  of  the  uterus  J 
Mited. 

ent.— If  the  case  is  seen  before  labor,  it  is  possible, 
branes  are  intact,  and  the  abdominal  walls  not  | 
5form  the  presentation  into  a  breech  or  vertex.  If 
labor,  podalic  version  is  the  better  treatment.  It 
I  give  a  definite  rule  for  guidance  as  to  the  safety 
/ersion  in  labor.  Ordinarily  if  the  membranes 
iptured,  with  active  pains,  for  over  two  hours,  or 
visible  contraction  ring,  and  the  uterus  is  moulded 
ad  the  child's  body,  the  danger  of  rupture  of  the 
1  great  to  justify  version.  Except  in  the  greatest 
version   should   not   be  attempted   without  an 


ent  of  Impacted  Shotilder  Presentations. — When 

ion  is  impossible.  The  first  step  is  the  determina- 
ife  or  death  of  the  child.  It  may  be  possible  to 
heart  sounds  on  the  abdomen,  but  usually  the 
e  inserted  in  the  uterus,  to  palpate  the  cord.  If 
beating,  and  well  above  loo,  cesarean  section  \: 
K  prolapsed  arm  need  not  contraindicate  the 
le  arm  can  be  washed,  painted  with  tincture  of 
cic  in  the  vagina,  and  the  vagina  cleansed,  painted 
e  of  iodin  and  packed.  If  the  child  is  dead, 
s  the  only  thing  to  be  considered. 


I 

I 
1 
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Biindl's  ConlracCioii  Ring. — In  any  case  of  obstructed  il 
and  particularly  in  impacted  shoulder  presentations,  the  U 
uterine  segment  is  much  overdis tended.  The  dividing 
between  the  contracting  upper  portion  of  the  uterus  and 
overdistended  paralyzed  lower  portion  is  marked  by  a  dq 
sion,  usually  running  obliquely  across  the  abdomen.  1 
always  palpable  and  often  visible.     This  is  Bandl'scontraf 


I 


ring,  and  the  nearer  it  is  to  the  umbilicus,  the  greatei 
danger  of  rupture  of  the  uterus.  The  upper  margin  ( 
overdistended  bladder  in  labor  must  not  be  mistaken  for 

MECHANISM  OF  THE  THIRD  STAGE 
Separation  and  Delivery  of  the  Placenta 
Separation  of  the  Placenta,— The  placenta  is  detached 
the  uterine  wall  by  a  diminution  of  its  site.  The  structure  of 
the  placenta  is  much  like  a  sponge,  and  can  be  compressed  up 
to  a  certain  point.  When  that  point  is  reached,  uterine  con- 
traction continues  and  the  placenta  is  pulled  o£F  the  uterine 
wall,  and  is  expelled  from  the  uterine  cavity  into  the  lower 
uterine  segment  and  vagina.  The  process  takes  fifteen  to 
thirty  minutes.  When  pituitrin  has  been  given  during 
labor,  this  lime  is  often  shortened  to  three  or  four  minutes. 
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the  placenta  is  detached  and  ready  for  expression,  the 

.  usually  rises  to  slightly  higher  level. 

Ibery  of  the  Placenta. — When  ihe  placenta  is  loose,  it  is 

Bsed  by  the  Crede  method.     It  is  delivered  like  an  in- 

i  umbrella,  or  sometimes  edgewise,  with  its  membranes 

Ig  up  into  the  vagina  and  lower  uterine  segment, 

tgement — As  the  placenta  emerges  it  is  caught  in  the 

The  hand  holding  the  uterus  then  relaxes  its  grip,  and 

lembranes  are  extracted  by  gentle  traction  on  them,  using 

iacenta  as  a  handle.     The  practice  of  making  a  rope  of 

gnerobranes  by  twisting  them  is  too  likely  to  leave  some 

^.     If  it  becomes  necessary  to  pull  on  the  membranes 

Elves,   sterile  gauze  should   be   used,  as  they  are  loo 
,-  to  be  held  in  the  gloved  fingers.     When  the  placenta 
Tnbranes  have  lieen  extracted,  they  should  be  examined 
.ing  portions.     Any  missing  part  of  the  placenta  should 
;cted;  if  anything  less  than  one-half  of  the  membranes 
behind,  the  missing  portion  will  usually  be  passed 
leously    within   twenty-four   hours.     Severe   bleed  ins 
^should  indicate  the  extraction  of  small  missing  portions 
membranes.     Sometimes,  when  the  placenta  has  been 
led  and  found  whole,  a  large  piece  of  placenta  will  be 
a  few  days  later.    This  is  usually  a  placenta  succen- 
accessory  lobule,  which  was  not  detached  with  the 
■organ. 

normalities  in  Mechanism. — The  placenta  may  be  either 
ed  or  ailherenl.  If  retained,  all  that  is  necessary  to  secure 
ijvery  is  the  proper  application  of  the  Cred6  method, 
lonally  it  is  held  in  place  by  atmospheric  pressure,  and 
red^  method  fails  to  dislodge  it.  In  such  cases,  the  finger 
te  hooked  over  the  edge  of  the  placenta,  and  the  air  let  in 
i  it.  when  its  expulsion  will  be  easily  secured.  A  retained 
ita  is  not  attended  with  bleeding,  while  an  adherent 
|ta  usually  bleeds  profusely.  It  should  be  a  rule  no!  to 
the  dose  of  ergot  until  the  placenta  is  delivered.    If  the 


placenta  is  adherent,  as  is  shown  usually  by  the  bleeding 
largt  size  of  the  uterus  and  the  complete  failure  of  the  Q 
method,  it  must  be  extracted  manually.     Unless  the  bta 
justifies  it,  manual  extraction  should  not  be  considered 
after  one  hour  after  dehvery.     After  careful  cleansing  not  ori 
of  the  hand,  protected  by  a  rubber  glove,  but  of  the  vhIvsu 
vagina,  the  whole  hand  is  inserted  in  the  vagina,  followifl( 
cord  up  into  the  uterus.     The  fingers  are  inserted  undiT- 
e  of  the  placenta,  and  it  is  gradually  and  gently  peelM 


the  uterine  wall.  If  any  adhesions,  too  dense  to  be  separ 
in  this  manner,  arc  felt,  they  may  be  pinched  through  wit! 
thumb  and  forefinger.  The  loosening  of  the  placenta  is  iti 
rially  aided  by  compression  by  the  free  hand  upon  the  fun 
through  the  abdominal  wall.  When  the  placenta  is  enti 
detached,  no  effort  is  made  to  extract  it,  but  the  uten 
stimulated  to  contract  hy  kneading  it  with  the  free  i 
the  abdomen,  and  is  made  to  ex^el  the  hand  and  { 
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iher.    If  the  placenta  is  forcibly  extracted,  it  may  act  like 

piston  in  a  cylinder,  and  by  suction  cause  inversion  of  the 

lis. 

our-glass    Ulcrua. — When   after   a   reasonable   wait,   one 

r  or  more,  attempts  al  manual  extraction  of  the  placenta 

made,  it  will  sometimes  be  found  to  be  retained  by  a 


1 


Hitraction  of  the  uterine  muscle  below  it.  This  gives 
tus  ihe  shape  of  an  hout-glass.    The  contracted  ring 

■  dilated  manually,  the  placenta  separated,  if  neces- 
nd  ihe  contraction  of  the  uterus  allowed  to  exp^l  the 

:f  placenta. 
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Intraclahle  Adherent  Placenta. — Very  rarely  it  will  b 
impossible  to  separate  the  placenta  from  the  uterii 
without  using  more  force  than  is  justiliable.     In  t 
the  uterus  and   vagina  should  be  packed,  for  Iwei 
hours,  with  sterile  gauze.    On  the  removal  of  the  g3ifl| 
placenta  usually  follows  it  spontaneously,  or  can  be» 
expressed.  I 

Prognosis. — The  greatest  dangers  are  hemorrhage  anffi 
which  may  be  minimized  by  prompt  treatment  and  cieal 


CHAPTER  VIII 

■diseases  of  the  ovum  and  fetal  APPEN- 
DAGES.   INTRA-UTERINE  DISEASES  OF 
THE  FETUS.    MONSTERS 

ABNORMALITIES  OF  THE  AMNION 

The  amnion  may  be  the  seat  of  inflammation,  and,  as  a 
Consequence,  may  adhere  to  the  newly  forming  skin  of  the 
^mbrj-o.  As  the  cavity  distends,  these  adhesions  are  stretched 
>ul  into  long  bands — the  amniolk  battds.  Occasionally  an 
Extremity  of  the  fetus  is  caught  between  two  of  these  bands 
*iid  amputated.  They  occur  usually  with  oligohydramnios. 
Other  deformities  of  the  fetus — anencephalus,  exomphalos, 
etc.,   have   been  attributed   to   them. 


Abnokhalities  of  the  Ahriotic  Fluid 

The  fluid  may  be  whitish  or  opaque;  green  or  brown  if  meco- 
xium  is  present;  or  reddish,  as  in  the  case  of  a  macerated  fetus, 
^tmay  putrefy,  if  the  fetus  is  dead;  this  has  occurred,  however, 
Hhh  a  living  child. 

W  Abnormalities  in  Secretion. — Excessive  secretion  or  kydram- 
nios  is  not  uncommon.  A  severe  degree  of  hydramnios 
fVcure  once  in  about  150  pregnancies;  minor  grades  much 
"lore  frequently;  a  quantity  in  excess  of  two  liters  must  be 
•Considered  excessive.    Thirty  liters  has  been  reported. 

Cause. — Most  frequently  the  fluid  is  derived  from  the 
^etus.  although  it  may  come  from  the  mother  alone,  or  from 

1  mother  and  fetus.    It  may  be  due  to 
fl.  Abnonn8U>'  active  kidneys  of  the  fetus. 


2.  Abnormally  active  skin. 

3.  Abnornal  pressure  in  the  blood-vessels  of  thf  cutdd 
the  fetal  surface  of  the  placenta,  About  half  the  cases 
hydramnios  have  no  demonstrable  cause. 

Symptoms. — -(r)  Excessive  size  of  the  uterus,  especially  ii 
the  latter  months  of  pregnancy;  {3)  muffling  of  the  fetal  heart 
sounds  and  movements;  (.^)  globular  shape  of  the  uterus,  TIk 
uterus  sometimes  reaches  an  enormous  size  without  marked 
convenience  to  the  patient.  About  3  per  cent,  of  the  ca.*ei 
atule,  when  the  symptoms  are  (i)  intense  pain,  from  the  sud- 
den distention  of  the  uterus;  (2)  dyspnea:  (ji)  cyanosis, 
often  excessive  \'omiting;  (5)  feverj  in  addition  to  the  sjinp- 
toms  mentioned  above. 

Diagnosis. — The  history  of  pregnancy  and  careful  seat 
for  the  above  symptoms  should  clear  up  the  diagnosis, 
nancy  with  ascites;  with  ovarian  cyst;  with  overdisli 
of  the  bladder  or  with  twins  have  all  been  mistaken  Ii 
hydramnios. 

Treatment. — Usually  inaction  unless  the  distention  is 
treme  and  the  patient's  respiration  and  lieart  action  emi 
rassed.     In  such  a  case,  the  membranes  should  be  rupti 
either  with  the  finger,  or  with  some  instrument  passed  aloi 
the  finger  as  a  guide.     In  either  case  the  opening  made  shoul 
be  partially  closed  by  the  fingers,  to  prevent  a  too  rapid  rush' 
of  fluid  and  prolapse  of  the  cord.     This  treatment  will  usually 
induce  labor.     It  is  sometimes  possible  to  reduce  the  amounl 
of  fluid  by  swealing.     The  treatment  is  best  carried  out  bj' 
means  of  the  portable  cabinets,  heated  by  steam.     Hot  pack' 
are  not  efficient.     Two  sweat  baths  a  day,  of  thirty  minuter 
each,  arc  given.     The  method  is  always  worth  a  trial,  though 
failures  are  frequent. 

Oligohydramnios    or    deficiency    of    liquor  amnii  is  raii^. 
Occasionally  the  liquid  is  almost  absent,  only  a  few  drams 
clear  viscid  fluid  remaining.     The  etiology  is  not  well  mw 
stoud.     The  diagnosis  is  difflcult  and  treatment  is  of  coui 
impossible. 
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abnormalities  of  the  chorion 
Hydatid  Mole 
nonyms. — Ilydatidiform    mole,    vesicular    mole,    myxoma 
i  and  cystic  degeneratimt  of  the  chorion  villi.    The  chorion 
i  are  transformed  into  smalt,  pedunculated  cysts,   filled 
1  a  clear  viscid  fluid,  varying  in  size  from  a  pinhead  to  a 


I  walnut.     Its  name  refers  to  its  fancied  resemblance  to 
jch  of  grapes.     Il  Involves  usually  the  entire  chorion,  but 
be  limited  to  a  small  portion  of  the  membrane, 
le  cause  of  hydatid  mole  has  been  much  discussed,  but 
Chand  has  shown  thai  the  essential  feature  is  found  in 
epithelial     covering    of    the    villus,    which    proliferates,     . 
(rates  the  villus  and  probably  causes  the  degeneration  i 
stroma  with  disappearance  of  the  b\ood-ves>?e\s.  cA  1 


I 


the  terminal  villi.     The  fluid  contents  are  attributed  to  edtmB^ 

I   Recent  investigations  have  shown  that  there  is  a  curious  oa^pv 

nection  between  the  corpus  luteum  and  the  ovum.    As  loDgi^L' 

the  corpus  luteum  is  heal tiiy,  the  ovum  remains  so.    Ifthecw^ 

pus  luteum  is  destroyed,  the  ovum  is  bhghted.     If  Ihecoip^Bfl 

luteum  becomes  cystic,  a  hydatid  mole  often  develops  in  ^^^| 

ovum,  and  if  in  the  corpus  luteum  there  occurs  an  unrestnm^^l 

proliferation    of   the  lutein  cells,   there  is  a   correspon^q^H 

proliferation   of  syncytium  in   the  ovunr  aad  a  chorionep^H 

thelioma  results.  ^H 

Frequency. — Hydatid  mole  is  rare,  occurring  once  in  abai^H 

2500  pregnancies.     It  is  most  frequent  after  the  age  of  thirt]^H 

hve,  though  seen  at  all  ages.     It  appears  early  in  pregnanc^^H 

rarely  after  the  third  month.  ^M 

Symptoms. — The  symptoms  of  hydatid  mole  often  simukl^l 

an  ordinary  threatened  abortion.     There  is  quite  profuse  blet^H 

ing,  associated  with  the  signs  of  pregnancy.    There  is  at  first  ^B 

rapid  increase  in  the  size  of  the  uterus,  and  then  a  cessation  otr 

development.     Thus  in  the  earlier  months,  the  uterus  may  bt  J 

much   larger   than    would    be    expected   from    the    date  oUi 

pregnancy;  in  the  later  months,  much  smaller  than  the  normS^B 

There  is  usually  a  severe  toxemia,  marked  by  depression,  jaui^| 

dice  and  vomiting.     Hydatid  mole  is  too  frequently  associata^f 

with  nephritis,  for  the  association  to  be  a  coincidence.     Thci^l 

often  occurs  a  discharge  of  one  or  more  of  the  chorionic  vesiclcslH 

The  diagnosis  rests  upon  the  detection  of  these  vesicles  in  thtA 

discharge,  or  on  feeling  the  grape-like  masses  with  the  finger  ■ 

introduced  through  the  cervical  canal.     It  is  not  uncommon  fen:  ■ 

the  entire  mass  to  be  exiielled  suddenly,  with  few  premonitory  I 

symptoms.  I 

Treatment. — As  soon  as  the  diagnosis  is  made,  the  uterus! 

_      should  be  evacuated  by  dilating  the  cervix,  preferably  to  the  " 

^B     size  of  a  dollar,  and  with  pressure  on  the  fundus  attempting  to 

^M    express  the  mass.     Usually  placental  forceps  will  be  required 

^K    to  complete  the  extraction.     Care  must  be  taken  to  prevent 
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icessary  to  tampon  the  vagina  until  the  cervix  is  suffi- 
y  dilated.  The  earlier  in  its  history  the  mole  is  evacuated 
Bore  severe  is  the  bleeding.     Moles  removed  at  what 
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very  severe  bleeding,  necessitating  the  prompt  packing  of  tli 
uterus  and  vagina,  and  administration  of  aseptic  crgol  (tn 
ampules)  and  pituitrin  (one  ampule)  hypoderniically.  T5renU 
four  hours  later  the  evacuation  of  the  uterus  can  be  proci 
with,  though  several  attempts  must  often  be  made  before 
uterus  is  emjitied.  After  the  expulsion  of  the  mole,  the  pati 
should  be  carefully  watched  at  intervab  of  a  month  or  1 
through  a  period  of  several  years,  to  detect  as  early  as 
a  developing  chorionepithelioma.  If  such  a  patient  begins, 
bleed  irregularly,  the  interior  of  the  uterus  must  be  careful 
explored  and  the  scrapings  examined  microscopicaUy. 

Dangers  are  hemorrhage;  perforation  of  the  uterus,  either 
manipulations  in  extracting  the  mole  or  spontaneously;  sept 
infection;  and  the  possible  sequence  of  chorionepithelioma. 


This  is  a  most  malignant  growth,  following  labor,  aboni 
or  frequently  hydatid  mole.  About  one-half  of  the  reports 
cases  of  chorionepithelioma  have  been  preceded  by  hydat 
mole.  It  results  from  unrestrained  proliferation  of  the  syni 
tiumr-and  gives  most  rapid  metastases  all  over  the  body,  t 
particularly  to  the  lungs,  vagina  and  brain.  The  nodules  t 
soft,  spongy  and  purplish  in  color.  Microscopically  they  c 
-fiist  mainly  of  masses  of  syncytial  cell';  and  large  bh>od  space 
It  may  occur  coincident  with  pregnancy  or  hydatid  mole, 
at  any  interval  up  to  several  years  thereafter. 

Symptoms  are  usually  irregular  bleeding  from  the  uten 
occurring  after  the  puerperiura  is  completed,  accompanied  by   ' 
ft  foul  smelling  discharge.     In  many  cases  the  appearance  of 
metastases  in  the  vagina  was  the  first  symptom  detected.     The 
uterus  is  large  and  soft  and  the  os  patulous.    Tht  diagnol 
rests  upon  the  microscopic  examination  of  a  portion  of  t 
tissue. 

Treatment. — Combined  total  hysterectomy  as  soon  as  t 
diagnosis  is  made. 
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^  > 


Prognosis. — If  detected  early  and  promptly  treated  by 
jMinhysterectomy,  recurrence  is  unlikely.  If  seen  in  the  stage 
^when  vaginal  or  other  metastases  have  appeared,  the  out- 
come is  dubious.  Operation  is  always  advisable,  however, 
as  metastases  have  been  reported  to  disappear.  It  may 
occasionally  be  extruded  like  a  miscarriage,  and  spontaneous 
cure  result.  It  is  usually  the  most  rapidly  growing  and 
spreading  of  all  the  malignant  tumors. 

FlBROMYXOBIATOUS  DEGENERATION  OF  THE  CHORION 

This  is  a  condition  that  may  simulate  hydatid  mole.  The 
mass  is  solid  instead  of  cystic  and  is  most  often  confined  to 
a  small  portion  of  the  chorion,  at  the  placental  site.  It  is 
usually  detected  in  the  placenta  after  labor. 

ABNORMALITIES  OF  THE  UMBaiCAL  CORD  OR  FUNIS 

Length. — The  cord  msty  be  much  longer  than  normal,  up 
to  198  centimeters  (77  inches),  or  may  be  very  short  (3.5 
centimeters — one  and  one-third  inches).  A  long  cord  is 
likely  to  be  coiled  around  the  neck  or  extremities  of  the  child 
and  frequently  prolapses  during  labor;  a  short  one  may  delay 
the  advance  of  the  child  in  labor,  or  may  cause  a  premature 
separation  of  the  placenta. 

Loops  of  tiie  Cord. — The  cord  is  frequently  twisted  around 
the  neck  or  extremities  of  the  child,  the  loops  being  rarely 
drawn  taut.     Occasionally  they  result  in  the  child's  death. 

Knots  of  flie  Cord. — ^These  are  of  two  kinds,  the  false  and 
true.  False  knots  are  due  to  a  localized  hypertrophy  of  ihc 
jelly  of  Wharton;  true  knots  are  actual  knots,  sometimes  oi 
2i  most  complicated  character.  They  are  rarely  drawn  taut, 
but  sometimes  the  vessels  are  compressed,  the  circulation  is 
cut  off  and  the  child  dies  of  suffocation. 

Tumors  of  tiie  cord  are  rare,  and  are  usually  myxomata  or 
myxosarcomata,  and  occasionally  small  cysts,  due  to  the  local- 
ized  liquefaction  of  the  jelly  of  Wharton,  are  IoutvOl. 
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Umbilical  hernia,  due  to  an  arrest  of  development  of  tl 
abdominal  wall  around  the  umbilical  ring,  is  frequent. 

Abnormalities  in  Insertion. — The  insertion  of  the  cord 
usually  near  the  center  of  the  placenta,  but  not  in  the  exa 
center.     It  is  not  infrequently  inserted  at  the  margin  of  t 
placenta,  or  even  at  some  distance  from  the  edge,  on  the  mem 
branes,  the  so-called  velamenlous  insertion. 

ABNORMALITIES  OF  THE  PLACENTA 

Number. — The  placenta  of  a  single  child  may  be  dividi 
into  lobes,  which  simulate  separate  organs.  There  may  1 
small  accessory  placenlje — plncetUa:  succenlnriala — which  a 
often  retained  after  expulsion  of  the  main  organ.  In  multip 
pregnancies,  each  child  has  usually  its  own  placenta,  except 
unioval  pregnancies. 

Situation. — Normally  the  placenta  is  situated  in  the  uppa 
portion  of  the  uterus.     It  is  sometimes  attached  near  or  ova 
the  internal  os — placenta  pravia  (q.  v.);  or  surrounds  the 
membranes — placenta  membranacea. 

Size  and  Weight. — The  normal  placenta  is  about  sew 
inches  in  diameter  and  weighs  about  one  pound.  Th« 
dimensions  are  often  increased  or  even  doubled. 

Infarcts  occur  in  every  placenta.  They  appear  as  whid 
patches  of  varying  extent.  They  are  of  no  clinical  importan 
unless  of  a  size  sufficient  seriously  to  interfere  with  the  pi 
cental  circulation,  when  abortion  may  result. 

Inflammation  of  the  placenta  is  occasionally  seen,  usual 
gonorrheal  in  origin,  and  is  secondary  to  inflammation  of 
decidua. 

SyphiKs.— The  placenta  shows  a  great  hypertrophy  ! 
distortion  of  the  villi,  due  to  infiltration  by  small  round 
The  degree  of  involvement  depends  on  the  dale  of  the  motbt 
infection.  If  she  is  syphilitic  before  conception,  the  enl 
placenta  is  involved;  if  she  is  infected  late  in  pregnancy, 
may  appear  entirely  normal.  A  syphilitic  placenta  is  usually 
whitish  or  pintish  in  color,  and  ii  vhi;  thlVd  is  ext^elled  near 


H^     placen 

^t     may  a| 
^ft    whitish 
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terra,  is  considerably  larger  than  normal.  Syphilis  is  by  far 
the  most  common  cause  of  repeated,  noninduced  abortions 
and  miscarriages. 

Tumors  of  the  placenta  are  rare.  They  are  benign  or 
malignant.  The  commonest  benign  tumor  is  fibromyxoma; 
the  malignant  is  chorionepilhelioma. 

ABNORHALTTIES  AND  DISEASES  OF  THE  DEODUiE 

Inflammation  is  not  uncommon,  being  usually  secondary  to 
slight  degrees  of  endometritis.  Severe  endometritis  is  neces- 
sarily associated  with  sterility.  The  inflamed  decidua  is 
greatly  thickened,  either  localized  or  diSuse,  and  may  present 
polypoid  growths  or  small  cysts.  The  rupture  of  these  cystic 
decidual  glands,  with  the  sudden  gush  of  fluid  from  the  vagina, 
is  one  of  the  causes  of  hydrorrhea  gravidarum. 

Acute  primary  inflammation  of  the  decidua,  due  to  direct 
infection  or  to  one  of  the  exanthemata,  sometimes  occurs. 

Hydrorrhea  gravidarum  is  the  name  given  to  a  constant 
or  periodic  flow  of  a  serous  or  seropurulent  liquid,  resembling 
liquor  amnii,  from  the  vagina  of  pregnant  women.  Its  causes 
are  rupture  of  the  membranes,  hydrosalpinx,  edema  of  the 
uterine  walls  or  inflammation  of  the  decidual  glands.  The 
quantity  may  be  a  pint  or  more.  It  usually  occurs  after  the 
sixth  month  of  pregnancy  and  is  not  unlikely  to  induce  pre- 
mature labor.  The  patient  should  be  warned  of  this  possi- 
bility. No  treatment  for  hydrorrhea  gravidarum  is  of  any 
avail. 

Subchorial  hematoma  is  rare.  It  is  due  to  an  extravasa- 
tion of  blood  between  the  decidua  and  chorion,  in  cases  of 
polypoid  inflammation  of  the  decidua.  The  nourishment  of 
the  embryo  is  usually  cut  oft,  and  pregnancy  is  terminated, 
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SjrphiUs. — ^This  is  the  most  frequent  cause  {S,j  per  cent.) 

of  habitual  fetal  death  in  the  latter  months  of  pregnancy. 

The  Selus  caatracCs  the  disease  in  one  oi  l\iree  ^a^y^iV^  ^ 
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syphilitic  father,  the  nioLher  remaining  free  from  infection 
by  a  syphilitic  mother  at  the  time  of  conception  and  by  iht 
mother  contracting  syphlhs  subsequent  to  her  impregnation. 
It  is  possible  for  a  mother  to  give  birth  to  a  syphilitic  child, 
though  she  herself  shows  no  clinical  signs  of  syphilb;  she 
may  have  a  negative  Wassermarm  reaction. 

Symptoms. — If  the  child  is  born  alive,  the  most  reliabli 
signs  are:  its  wizened  appearance,  like  a  little  old  man  with  :i 
cold  in  his  head;  blebs  and  bulla;  on  its  body;  protuberant 
abdomen;  coryza  which  is  irritating  and  produces  two  lim- 
of  excoriation  running  down  its  upper  lip;  possibly  linear 
scars   of  healed  ulcers  around  its  mouth  or  anus — the  so- 
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vf  a  syphililic  child. 


called  rhagades — and  the  harsh,  dry  and  brittle  skin.  The 
blood  and  cerebrospinal  fluid  will  give  a  positive  Wassermann 
reaction  and  SpirochetE  pallidse  may  be  found  in  the  fetal 
tissues,  placenta  and  cord. 

In  a  dead  child,  the  most  reliable  signs  are;  Wegner's  sign 
of  fatty  degeneration  of  the  epiphyses  of  the  long  bones,  mosi 
marked  in  the  upper  epiphysis  of  the  femur;  overgrowth  oi 
the  liver,  overgrowth  of  the  spleen,  and  cirrhosis  of  the  lunj;^ 
— the  so-called  white  pneumonia.  Wegner's  sign  is  the  mofi 
reliable  of  all.  The  epiphyses  in  a  norma!  child  show  as 
sharply  drawn,  bluish-white  lines,  about  i  mm.  wide; 
a  syphilitic  child  the  epiphyses  show  as  broad  jagged  yelloi 
ish  lines,  three  or  four  times  liieii  tvoimaX  \>i«a.4,vV. 
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Infection. — A  child  with  marked  syphilis  whose  mother 
shows  no  sign  of  syphilis,  may  nurse  from  her  without  danger 
of  infecting  her,  but  would  almost  certainly  infect  any  other 
woman  (Colics'  law).  On  the  other  hand  a  syphiUtic  woman 
may  nurse  her  apparently  healthy  child  without  fear  of  its 
contracting  the  disease  (Profeta's  law). 

Prognosis  is  poor.  Ninety-Lhree  per  cent,  of  children  Iwrn 
with  obvious  syphilis  die  in  the  first  year:  of  the  remainder  not 
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many  live  to  puberty.  Of  those  who  do  survive  the  majority 
are  ilWeveloped.  ill-nourished  and  subject  to  complications 
such  as  ascites,  hydrocephalus,  and  persistent  skin  eruptions. 
Dratition  is  delayed  and  shows  the  well-known  Hutchinson ':=i 
tteth. 

Trealmenl. — If  a  patient  presents  herself  with  a  history  of  . 
lepeated  stillbirths,  considerable  tact  is  required  Vo  esVafeV^i 
-'  'HagaoiJi  of  syphilis.     H  assermann  tests  shou\d  \ic  m^it  ^ 
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the  blood  of  both  husband  and  wife,  if  possible.  If  the  wife  l~ 
not  already  pregnant,  appropriate  treatment  should  be  given  i.  ■ 
both,  if  both  give  positive  reactions,  .  If  the  wife  is  already 
pregnant,  and  her  Waasermann  reaction  is  positive,  she  alone 
need  be  treated,  as  far  as  the  results  to  this  pregnancy  are  con- 
cerned. It  must  be  remembered  that  the  intravenous  use  of 
salvarsan  or  neo-salvarsan  in  pregnant  women  is  more  likeiy 
to  be  followed  by  severe  reactions,  and  that  treatment  must  be 
supplemented  by  mercury  and  iodids.  It  is  exceedingly  diffi- 
cult to  get  most  patients  to  carry  out  faithfully  a  course  of 
inunctions,  though  this  is  the  best  method  of  administration. 
If  proper  treatment  is  instituted  either  before  pregnancy  or 
early  in  pregnancy  (prior  to  the  third  month)  it  is  probable  thai 
the  child  will  apparently  be  healthy  and  show  no  clinical  sipn- 
of  syphilis  though  its  Wassermann  will  probably  be  positive, 
especially  of  the  spinal  fluid. 

Treatment  oj  Syphilis  in  the  New-born  Child. — Daily  inunc- 
tions of  30  to  20  grains  of  mercurial  ointment  is  the  best  and  I 
easiest  treatment.     Instead  of  this  J-a  grain  of  mercury  asSM 
chalk,  or  J^o  grain  of  calomel  may  be  given  four  times  d^y^ 
The  intravenous  use  of  salvarsan  to  the  child  is  difhcult  bT 
performance,  and  dangerous.     It  is  also  unsafe  to  rely  upon  ti 
curative  qualities  of  the  milk  of  (be  mother  who  has  receivi 
salvarsan.     The  child  should   be  handled  only  vrith  rubbfl 
gloves,  and  the  person  caring  for  it  should  be  warned  of  the 
infectious  nature  of  the  disease.    It  should  never  be  allowed 
to  nurse  from  a  wet-nurse. 

Infectious  Diseases  and  tiie  ExaQtbemata. — It  is  rare  for  a 
woman  contracting  any  of  [he  infectious  diseases  during  preg- 
nancy to  transmit  the  disease  to  her  child.  Ordinarily  the 
placenta  seems  to  act  as  a  bar  or  filter,  beyond  which  the 
infection  does  not  extend.  All  these  diseases  are  attended  wilh 
a  considerably  increased  risk  of  a  premature  termination  of 
pregnancy.  If  a  woman  contracts  any  of  the  exanthemata 
and  recovers  without  misca-rrla^e,  the  child  is  said  to  be 
immune  to  future  attacks. 
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Noninfectious  diseases  of  Ihe  fetus,  such  as  rickets,  cystic 
depbanttasis,  congenital  polycystic  kidney,  congenital  ana- 
Krca,etc.,  arc  rare,  and  such  children  ordinarily  do  not  survive. 
Oflen  the  fetal  size  is  so  increased  that  spontaneous  delivery 
is  impossible. 

Injuries  to  the  fetus  such  as  fractures  of  the  bones,  disloca- 
tions, traumatism  from  stabs  or  wounds  follow  sometimes 
violence  lo  ihe  mttihcr. 

Habitual  fetal  death  is  due  to  many  causes,  chief  among 

^m  syphilis  (S3  per  cent.},  displacements  or  deformity  of  the 

Dterus,  inflammation  in  or  almut  the  uterus,  chronic  disease  of 

I  the  mother  and  the  so-called  habitual  death,  where  no  definite 

cause  can  be  assigned.     The  diagnosis  is  made  by  exclusion 

and  the  treatment  must  be  directed  to  the  cause.    In  habitual 

death  without  demonstrable  cause,  which  most  often  occurs  in 

ihc  latter  weeks  of  pregnancy,  a  living  child  may  be  born  by 

ilic  induction  of  labor  previous  to  the  time  at  which  fte  fetus 

•la.'  died  in  previous   pregnancies. 

Effect  of  Maternal  Death  upon  the  Fetus. — ^The  child  usually 

■  at  the  same  time,  but  it  is  said  to  have  survived  as  long  as 

-'-:  bours  (Tarnier). 

Effect  of  Fetal  Death  upon  the  Moflier.— If  the  child  dies 
larly  in  pregnancy,  an  abortion  will  ordinarily  result.  If  it 
'Jt'ts  not,  the  diagnosis  ma\-  be  difficult.  The  signs  of  preg- 
nancy witl  usually  subside,  milk  may  appear  in  the  breasts, 
snd  the  abdomen  fails  to  enlarge  progressively. 

The  changes  that  take  place  in  the  fetus  after  death,  unless 
ii  i5  expelled  from  the  uterus  are:  (i)  maceration;  {1)  putre- 
iiction;  (only  if  the  membranes  are  ruptured);  (3)  saponifica- 
tion (adipocere — an  ammoniacal  soap);  (4)  calcification  {litho- 
pedion);  (5)  mummification;  (6)  total  or  partial  absorption 
(this  only  in  the  first  three  months  of  gestation).  If  the 
diagnosis  can  be  established,  the  uterus  should  be  emptied. 
If  the  fetus  dies  late  in  pregnancy,  the  fetal  movements  cease, 
ihe  heart  sounds  cannot  be  heard,  and,  if  Vhe  pTe^tia.ut'j  tktes. 
^/^  terminate  at  once,  milk  may  appear  in  ihe  \>£ea&\s.    IS. 
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the  membranes  are  not  ruptured  the  child  will  macerate,  but' 
not  putrefy.  If  there  is  doubt  about  the  diagnosis,  the  preg- 
nancy should  not  be  interfered  with,  as  it  is  entireh'  [xtssible 
for  the  physician  to  fail  to  appreciate  the  fetal  movements  or 
hear  the  fetal  heart  sounds,  and  still  the  child  to  be  alive.  If 
the  child  dies  during  labor,  in  cases  where  the  choice  of  some 
operative  procedure  depends  upon  the  decision,  the  hand  can 
be  introduced  into  the  uterus  and  the  cord  palpated,  to  deter- 
mine the  presence  or  absence  of  pulsations. 

Maternal  impressions  seem  to  affect  the  psychic  develofi- 
ment  of  the  fetus  and  not  the  physical.  Severe  shock  and 
fright  have  influenced  the  child's  mentality,  but  that  shocks, 
dreams,  horrible  sights,  etc.,  so  aflect  the  child  as  to  prodM 
physical  deformity  is  open  to  grave  question. 

Maternal  fever  does  not  affect  adversely  the  fetus, 
it  is  raised  suddenly,  as  in  sunstroke,  or  to  excessive  heigbd 
A  temperature  up  to  105°  or  106°  F.,  attained  slowly,  does  n 
necessarily  affect  the  child,  even  if  long  continued. 
MONSTERS 

There  are  two  classes  of  monsters:     i.  Single.     1.  Doutj 
or  multiple. 

Causes  of  single  monsters:     1.  Defective— when  all  or  par-* 
of  an  organ  is  missing. 

a.  Deformed — when    the    organ    is    wrongly    formed    <r>r 


3.  Excessive  development — ^where  an  organ  is  enlarged  *:»'' 
doubled. 

4..  Due   to   intra-uterine   disease — the  effects  of  amnio! : 
bands,  such  as  amputations. 

Syphilis  playsaprominent  part  in  the  causation  of  monsltr- 
The  double  monsters  are  named  from  the  site  of  their  unio*^  * 
Sternopagus  (sternum);  xiphopagus  (the  ensiform  cartilage-—" 
the  Siamese  twins);  craniopagus  (head);  ischiopagus  (breec^L 
etc.  The  diagnosis  and  management  of  monsters  is  difficilfl 
and  each  case  is  a  separate  problem.  The  *^ray  is  often  ^H 
great  value  in  establislung  a  dVasftos\a.  ^H 


CHAPTER  DC 
PATHOLOGY  OF  PREGNANCY 

DISEASES  OF  THE  VULVA 

Edema  of  the  vulva  is  not  uncommon.     It  is  due  to  pres- 
sure upon  the  pelvic  veins,  or  kidney  insufficiency,  and  oc- 
casionallv  to  local  infection.    It  mav  affect  one  or  both  labia, 
and  is  more  common  in  the  latter  months  of  pregnancy.    The 
treatment  should  be  directed  to  the  cause,  if  cause  can  be 
found,  ^ith  hot  fomentations  locally.     If  the  condition  does 
not  \ield  to  treatment,  the  labia  may  be  punctured,  in  several 
places,  with  a  thin-bladed  knife  or  needle.     This  may  termi- 
nate pregnancy,  but  is  occasionally  followed  by  gangrene  of 
the  labia  and  the  danger  of  infection  is  great. 

Vegetations  or  venereal  warts  (condylomata)  are  of  two 
tinds:  (i)  Flat;  (2)  pointed.  The  flat  are  due  to  syphilis, 
and  occur  in  groups  of  three  or  more,  on  the  inner  surfaces 
of  the  labia  and  around  the  anus.  Thev  are  associated  with 
niucous  patches  and  other  signs  of  syphilis. 

Pointed  condyloviata  are  due  to  dirt,  parasites  or  gonorrhea. 
They  are  branched  papillomata,  occur  over  the  labia  and 
perineum,  and  often  extend  to  the  vagina  or  even  cervix. 
They  are  usually  partially  macerated  by  a  serous  irritating 
discharge. 

Treatment. — Pointed  condylomata  should  be  removed  by 
the  cautery  about  two  weeks  short  of  term,  as  they  are  liable, 
j    especially  if  extending  into  the  vagina,  to  be  crushed  in  labor 
j    and  cause  septic  infection.     The  removal  will  probably  bring 
on  labor,  and  should  be  done  under  general  not  local  anesthe- 
sia, unless  the  warts  are  small  and  few  in  number.     Flat 
^ndylomata  should  not  be  touched  locally,  as  if  removed, 
;  ^^  161 
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they  always  recur  more  extensively  than  before.     They 
respond  to  constitutional  trcaiment  for  syphilis. 

Pruritus  is  due  to  diabetes,  irritating  leukorrhea,  dirt 
parasites  or  neurosis.    The  itching  is  intense.     The  trs 
ment  should  consist  in  relieving  the  cause,  and  local  appli 
tions  of  very  hot  water,  strong  solutions  of  nitrate  a 
(20  to  40  gr.  to  the  ounce)  or  of  carbolic  acid,  or  menthd' 
ointment  5  per  cent. 

The  most  satisfactory  local  application  has  been  the  follow- 
ing lotion: 

1}  Acid  carbolic gr.xlv 

Acid  boric 5  iss 

Pulv.  zinc  oxid 3'"" 

Glycerin ...  3  i 

Aqux  camphors  q.  s,  ad  . ,    .      , . .  5vi 

M.  Sig.  To  be  applied  frequently  with  absorbent  cotton. 

In  neurotic  pruritus  no  treatment  may  be  of  avail  and  preg- 
nancy may  have  to  be  terminated.  Rarely  the  neurotic  tyj>i' 
of  pruritus  may  persist  after  delivery,  and  require  surgical 
interference.  This  is  never  necessary  in  the  other  forms,  it 
consists  in  (i)  amputation  of  the  labia,  which  is  unsatisfactory 
because  of  the  persistent  itching  of  tbe  scar,  so  that  the  patieni 
is  as  uncomfortable  as  before;  or  (2}  resection  of  the  five  pairs 
of  sensory  nerves;  (1)  genital  branch  of  genitocrural ;  {2)  ilio- 
inguinal; (3)  inferior  pudendal;  (4)  perineal  branches  of  the 
pudic;  (5)  dorsal  nerve  of  the  clitoris.  A'-ray  treatments  are 
efHcient  in  many  cases,  and  give  a  high  percentage  of  cures. 
Radium  is  disappointing. 

Varices  of  the  labia  are  occasionally  very  large.  Fatal 
hemorrhage  has  occurred.  They  should  be  protected  from 
injury,  as  hemorrhage  is  always  dangerous,  and  must  be  con- 
trolled by  pressure  of  a  vulvar  pad  or  ligature.  The  patient 
should  be  instructed  how  Vo  appVy  9Tesa>Me,vi\V'a.%,^a.uze  pad, 
to  check  the  bleeding  tempoTatfty .  A  ^^^  nwtv  x-o.-^'ow^s.. 
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sneer  of  the  vulva  is  very  rare  in  pregnancy.  The  age 
he  patient  is  usually  beyond  that  of  child-bearing.  If  it 
JTS,  it  should  be  operated  on  at  once  regardless  of  the  preg- 
cy,  and  the  scar  subsequently  treated  with  x-ray  or  radium. 
:  prognosis  is  bad. 
l^nlS  vulvffi  is  also  very  rare.     The  patients  usually  suffer 
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aginitis  is  usually  of  the  granular  variety,  due  to  gonor- 
i.     .\n  irritating  leukorrhea,  with  the  reddened  granular 


I 

KoDce  of  the  vagina,  are  the  most  prominenl  symptoms, 
nerea)  warts  on  the  cervix  and  vulva,  may  be  associated 
lb  it.  Treatment  should  he  avoided,  if  possMe,  ou  accouiA 
/Me  danger  of  miscarriage.     The    best    treatment,  ift  ^^  | 


.r  vaBinitis  in  proB nancy. 
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local  application,  through  a  skeleton  speculum,  of  ,10  p 
cent,  carbolic  acid  in  glycerin,  or  of  a  40  grain  to  the  fid 
ounce  solution  of  silver  nitrate.  If  carbolic  acid  is  used, 
vulva  and  buttocks  should  be  well  greased  with  vasd 
Routine  douching  is  not  advisable.  The  patient  should 
warned  of  the  possibility  of  miscarriage,  due  to  the  irritati 
nature  of  the  treatment. 

An  empkysetnalous  vaghiiiis,  due  to  the  Bacillus  emphy 
tosus  vaginK  is  sometimes  seen.  Il  follows  colpohyperpk 
cystica,  when  the  fluid  in  the  cyst  is  replaced  by  gas  (tt 
methyl  a  rain). 

Varices  occur  as  in  the  vulva  and  require  the  same  trca 
ment. 

Subure&ral  hypertrophy  of  the  vaginal  mucosa  is  commoD. 
It  is  of  no  importance,  but  sometimes  is  of  such  extent  as 
simulate  cyslocele.     It  usually  requires  no   treatment,  I 
can  be  excised  if  annoying  to  the  patient. 

Suburethral  abscess  is  due  to  infection  from  Ska 
glands.  It  looks  not  unhke  a  cystocele,  but  is  hard  1 
brawny  in  feel,  and  prL-ssure  causes  pus  to  exude  from 
urethra.     It  is  drained  like  any  other  abscess. 

Vaginal  cysts  are  of  two  kinds:  (1)  Lymphatic  cyst 
which  may  occur  anywhere;  and  (s)  cysts  of  Gartner's  d 
in  the  anterior  vagina!  wall.  They  are  occasionally  so  la 
as  to  obstruct  delivery  and  to  require  puncture. 

Parasitic  infection,  or  mycosis  vaginae  is  seen  in  wbite~ 
patches,  like  thrush.  It  is  due  to  the  LepCothrix  vaginalis 
and  is  easily  curable  by  mild  antiseptic  douches,  such  its  10 
gr,  to  the  ounce  of  boric  acid. 

Vag^al  cancer  requires  immediate  operation,  regardles- 
of  pregnancy.  If  too  advanced  for  operation,  cesarean  sec- 
tion, two  weeks  short  of  terra,  will  be  required. 

Vaginal  hernia  is  exceedingly  rare.  It  is  most  common!) 
lateral  or  posterior. 


DISEASES   OF  THE  UTERUS  1 65 

DISEASES  OF  THE  CERVIX 

Diseases  of  the  cervix  are  usually  inflammatory  in  character, 
Uid  often  cause  exaggerated  or  pernicious  vomiting.  The 
isflamed  and  eroded  cervix  frequently  bleeds  irregularly, 
simulating  f>ersistent  menstruation.  An  inflamed  cervix  is 
treated  on  the  same,  principles  as  granular  vaginitis,  with  40 
grains  to  the  ounce  of  nitrate  of  silver,  applied  through  a 
bivalve  speculum. 

Cancer  of  the  cervix  complicating  pregnancy  is  rare.     If 
it    occurs,    'the   prognosis    is   extremely    unfavorable.     The 
majority  of  patients  abort.     If  pregnancy  goes  to  term,  the 
mortality  from  hemorrhage  or  septic  infection  is  nearly  50 
per  cent,,  if  the  patient  is  allowed  to  fall  in  labor.     If  cancer 
is  discovered  early  in  pregnancy,  the  uterus  should  be  re- 
moved at  once;  if  late  in  pregnancy  a  cesarean  section  followed 
by  abdominal  panhysterectomy  is  the  proper  treatment. 

Cervical  polyps  do  not  complicate  pregnancy  except  ])y 
bleeding.  They  are  easily  seen  through  a  speculum,  and 
removed  by  torsion. 

Cervical  condylomata  are  rarer  than  vaginal.  There  is 
great  risk  of  their  being  crushed  in  labor,  and  causing  septic 
infection.  They  should  be  removed  by  cautery  in  the  last 
two  weeks  of  pregnancy.     Anesthesia  is  usually  not  necessary. 

DISEASES  OF  THE  UTERUS 

Displacements. — The  uterus  may  be  displaced  backward 
(retroversion);  forward  (anteflexion);  lalerally;  may  be  pro- 
lapsed; may  form  part  of  a  hernia. 

Retroversion  or  retroflexion  of  the  pregnant  uterus  results 
most  often  from  pregnancy  occurring  in  a  uterus  already  re- 
troverted.  The  organ  may  fall  backward  after  impregnation. 
Retroflexion  is  the  more  common. 

Symptoms. — The  most  prominent  symptom  is  dysuriaj  from 
the  mechanical  obstruction  of  the  urethra  by  pressure  of  the 
cerfZT  against  the  symphysis.    Later  the  overfloYJ  ol  TviVviw 
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tion  may  develop.  Other  symptoms  are  liackache,  heai 
persistent  pelvic  pain  and  possibly  bleeding.  The  oci 
of  any  of  these  symptoms  in  a  pregnant  woman  indict 
immediate  vaginal  examination. 

Diagnosis.- — With  two  fingers  of  one  hand  in  the  vaj, 
Jrofii  of  the  cervix,  which  Is  abnormally  high,  pressure  wid 


P;c.    73. — Backward   displacemc 
months.     Di^itfUli-m  i<S  the  bladder  and 
(B.  C.  Hirst.) 


other  hand  on  the  abdomen  above  the  symphysis  fails  to  d 
the  rounded  bulk  of  the  uterus.  If  the  fingers  of  the  haiM 
\he  vagina  are  moved  behind  the  cervix,  the  body  of  the  uti 
13  felt  lying  in  the  hollow  of  the  sacrum  and  filling  the  pel 
Terminations. — Most  commonly,  spontaneous  reposition 
contraction  of  the  longitudinal  muscle  fibers  of  the  anteriwi 
at  about  the  third  month  ot  pteftiuintv.    'HeiVvR.t'i 
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Qcarceration  or  wedging  of  the  uterus  in  the  true 
awed    possibly    by    inflammation    and   gangrene. 

pregnancy  may  go  to  term,  by  the  overstretching 
pn  of  the  anterior  uterine  wall. 
il. — While    spontaneous    reposition    is    the    most 
rmioation,  it  is  not  safe  to  wait  for  it  to  occur,  on 

the  danger  of  incarceration.  The  patient  should 
n  the  lithotomy  position  and  catheterized.  A  long 
'  linen  catheter  is  needed,  sterilized  by  soaking  in 
I  bichlorid  of  mercury  solution  or  1-20  carbolic  acid. 
r  or  glass  catheters  are  useless.  A  male  prostatic 
ay  be  needed,  or  even  paracentesis  may  have  to  be 
s  impossible  to  replace  the  uterus  until  the  bladder 
The  physician  places  two  fingers  of  one  hand  in 

and  behind  the  cervix  and  makes  pressure  upward 
rto  one  side,  to  escape  the  promontory  of  the  sacrum, 
Indus  can  be  reached  through  the  abdominal  wall 
ersof  the  other  hand  and  pulled  forward.  If  this 
lee-chest  posture  and  a  repositor  should  be  tried,  to 
lenis  forward.     This  method  is  materially  aided  by    j 

tenaculum  on  the  anterior  tip  of  the  cervix  and    ] 
m  while  the  fundus  is  pushed  up  by  the  repositor. 
i  are  often  necessary.     If  the  attempt  is  successful, 

must  be  supported  by  a  pessary,  until  it  is  too  ■ 
1  back  into  its  old  position — about  the  fourth  month.  I 
us  cannot  be  replaced,   there  is  a  choice  between    I 

section   and   reposition,   or    the    termination    of  i 

\tion. — If   the   uterus   is   incarcerated   it   may    be    1 
to  catheterize   the  patient.     A  long  stiff  silk  or 
ter  must  be  used  and  if  the  attempt  fails,  suprapubic   J 
:  the  bladder  is  justifiable.     It  may  then  be  possible)  ] 
ihe  uterus;  if  not,  it  must  be  emptied.  I 

Ion  of  the  uterus  is  physiologic  and  usually  gradu-  \ 
JB  itself  as  pregnancy  progresses.  The  uterus  may  J 
kween  the  recti  muscles  and  in  that  caw  mM^X-^M 
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supported  by  an  abdominal  binder.     If  the  anteflexion  is 

result  of  an  operation  for  suspension  of  the  uterus,  il  ma] 
serious.     The  adhesions  either  break  spontaneously  or  pi 


nancy  may  proceed  to  term  by  a  sacculation  of  the  posh 
uterine  wa]l. 
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I  lateral  Displacemeats  are  not  serious  aad  in  pregnancy 
y  Tequiie  more  than  the  use  of  longitudinal  pads  and  an 
mmai  binder. 

!  almost  invariably  occurs  from  pregnancy  in  a 
s  already  prolapsed,  or  it  may  be  due  to  the  increased 
t  of  the  uterus.     All  or  part  of  the  cervix  usually  pro- 
^  from  the  vagina,  when  the  woman  is  erect,  and  in  the 
i«rly  monllis  the  whole  organ  mav  protrude. 


l^-  ;; -Pos 
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Ttminations. — Complete  or  partial  reposition,  which  is  the 
■■hkki frequent  and  occurs  about  the  third  month;  abortion  or 
I  incarceration. 

T'nalmtnt. — The  uterus  must  be  replaced,  and  a  suitable 
I  ^iport  worn;  the  best  being  the  ball-and-stem  pessary,  sup- 
I  ponnjbystraps  from  an  abdominal  bek  or  Goddard's  aluminum 

™ig  pessary.     Soft  rubber  implements,  intended  to  remain  in 
I  ^t  vagina,   should   never  be  used  on  account  of  the  foul 

*5Charge  they  cause.     If  the  uterus  is  incarcerated,  pregnancy 

"lust  usually  be  tcrmlaated. 
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Posterior  dispUcemeat  of  the  cervix  is  seen  only  in  prim 
arie.  The  anterior  portion  of  the  lower  uterine  segment! 
overstretched,  and  the  cervix  will  be  felt  far  posterior,  and  hi 
up  near  the  promonlury  of  the  sacrum.  In  the  ordinary  exanS 
nation,  no  cervix  or  cervical  canal  can  be  felt;  it  isnecessar)i<' 
reach  high  up  behind  the  head  to  feel  il.  It  is  of  no  importan  > 
in  pregnancy.  In  labor,  it  may  cause  serious  delay,  due  lo  ihc 
failure  of  the  cervix  to  dilate.  If  the  forefinger  is  hooked  a 
the  canal,  and  traction  made  during  a  pain,  the  diHicultyl 
quickly  overcome. 

Rheumatism  of  the  myometrium  sometimes  occurs,  ma 
by   violent  abdominal  pain,  without  variation  in  the   1 
or    temperature.     The  administration    of    salicylates    clea 
up  the  diagnosis,  and  affords  relief  inside  of  twelve  hours. 


I 
I 
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Appendicitis  in  pregnancy  is  more  serious.     The  following  I 
conclusions  are  advised; 

I.  If  a  patient  has  had  appendicitis,  and  becomes  pregnant, 
operation  should  be  recommended. 

3.  In  appendicitis  in  pregnancy,  operation  and  not  palliative 
treatment  should  be  followed. 

T,.  The  later  in  pregnancy  the  attack,  the  more  likely  it  is  i^ 
be  fulminant. 

4.  The  later  in  pregnancy  the  attack,  until  the  sixth  monih. 
thchigher  up  and  nearer  to  the  umbilicus  is  the  incision.  After 
the  sixth  month,  the  incision  is  median. 

5.  Operations  in  early  pregnancy  do  not  endanger  the  fetus. 

6.  If  it  is  necessary  to  operate  after  the  sixth  month,  tbi' 
uterus  will  have  to  be  turned  out  of  the  abdominal  cavity. 
and  emptied  by  a  cesarean  section  before  being  replaced.  This 
is  particularly  needed  in  drainage  cases,  and  often  hysterec- 
tomy as  well. 

Caries  of  teeth,  due  chiefly  to  the  acid  saliva,  is  common. 
The  remedy  is  an  alkaline  mouA  wasH,  a-wi  \i  a.^^  dental 


work  is  required,  it  should  be  of  a  temporary  character,  and 
prolonged  sessions  in  a  dentist  chair  avoided. 

Gingivitis  and  pyorrhea  are  aggravated  by  pregnancy. 
Mouth  washes  containing  astringents,  local  sponging  with 
tincture  of  ipecac  and  hypodermic  injections  of  emetin  give 
the  best  results. 

CoDStqiation  should  lie  relieved  by  mild  laxatives.  Calomel 
particularly  should  be  avoided.  The  best  combination  is  one 
of  cascara  and  phenolphthalein,  the  dose  varied  as  required. 

Diarrhea  is  best  checked  by  paregoric  one  dram,  chalk 
mixture  two  drams  and  bismuth  subnitrate  five  grains. 

Hemorrhoids  are  common  and  distressing.  The  best  re- 
iJts  are  obtained  from  the  use  of  the  bidet,  and  the  following 
ij  rescript  ion; 

^.     Cocain  hydrochlor gr  x 

Ointment  of  nutgall  

(Mntment  of  belladonna aa  oz  i 

Sig.  Apply  three  or  four  times  daily,  inside  the  rectum,  after 
the  hemorrhoids  are  replaced. 

The  boweb  are  kept  loose  and  straining  at  stool  is  to  be 
avoided. 

Liver  degenerations  belong  really  to  toxemia.  In  the 
toxemia  of  early  pregnancy  with  hyperemesis  the  degeneration 
of  the  liver  fjegins  in  the  center  of  the  lobule;  in  the  toxemia 
rf  late  pregnancy,  with  eclampsia,  the  degeneration  begins  in 
the  periphery. 

P^alism. — The  saliva  is  alkaline,  and  is  secreted  in  large 
quantities  (as  high  as  51  ounces  daily).  The  cause  is  obscure; 
neurosis  or  iwssibly  auto-intoxication.  It  may  depend,  as 
to  do  the  nausea  of  pregnancy,  upon  the  failure  of 
^sorption  of  the  corpus  luteum  of  pregnancy.  It  is  seen 
mosily  in  the  first  four  months  of  pregnancy.  Treatment  is 
disappointing.  Belladonna,  atropin,  astringent  mouth  washes 
be  employed.     Hypodermic  injections  oi  i  mft  daW-y  oV  , 
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corpus  luteum   extract   has  succeeded  in  relieving,  but  n- 

curing,  two  cases  of  the  author's. 

Vomiting  will  be  considered   under  toxemia   of  pregmtik- 

DISEASES  OF  THE  BREASTS 

Nipples  should  be  hardened  for  nursing  by  astringent  appli- 
cations such  as  giycerite  of  tannin;  alcohol;  or  witch-hazel,  U  | 
they  become  fissured,  pr()tection  by  a  nipple  shield  and  an  \ 
ointment  of  bismuth  subnitrate  and  albolene.  equal  parts,  will 
usually  give  prompt  relief. 

Tumors. — Adettomata  usually  grow  rapidly  during  preg- 
nancy. 

Carcitiomala  occur  rarely,  as  the  patients  are  usually  past 
childbearing  age.  When  cancer  complicates  pregnancy,  it  U 
always  aggra\'atcd  by  it. 

DISEASES  OF  THE  dECULATORY  SYSTEM 

Heart — Systolic  murmurs  at  the  base  and  accentuatioqi 
the  second  aortic  sound  are  not  uncommon  in  pregnaocy,  1 
are  usually  without  significance. 

The  commonest  variety  of  real  heart-disease  is  mUrai  ffgurd^ 
lion;  combined  mitral  disease  coming  next.  These  two  fa 
the  over-whelming  majority  of  heart  lesions  in  pregnaa 

I  Valvular  disease  is  less  to  be  feared  than  myocarditis,  which? 
fortunately  rare.  An  abnormally  wide  divergence  between 
the  systolic  and  diastolic  blood- pressure  usually  indicates 
myocarditis,  and  the  patient  should  be  watched  accordingly. 
Conlra-itidkalions  In  Pregnancy. — A  heart  with  valvalst 
lesions,  well  compensated,  and  particularly  in  young,  otherwise 
healthy  women,  does  not,  with  proper  treatment,  contra- 
indicate  pregnancy.  A  heart  with  decompensation  will  almost 
certainly  fail  in  pregnancy  or  labor. 
Danger  dttrinz  pregnancy  are  broken  compensation;  d>*spnea 
from  pulmonary  congestion;  serous  transudations  in  the  pleura, 
requiring  paracentesis;  acute  dv\atat\oi\  Cil  vVtNxeasx.  'jjewsa.t 
i Jt 
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arOy  albuminuria,  nephritis,  and  occasionally  symptoms  of 
Graves'. disease. 

Danger  during  labor  is  chiefly  acute  dilatation  of  the  heart. 
Decompensation  may  also  appear  first  in  labor. 

Treatmenl  in  pregnancy  consists  in  expectancy  under  careful 
medical  supervision.  Ascending  doses  of  tincture  of  digitalis 
or  strophanthus,  beginning  with  a  dose  of  five  drops  three 
times  daily  and  increasing  a  drop  a  dose  at  intervals  of  about 
two  weeks.  Moderate  exercise  with  frequent  intervals  of  rest. 
Frequent  examinations  of  the  urine,  and  if  much  dyspnea, 
morphin  and  atropin  hypodermically.  Labor  should  be  in- 
duced four  weeks  before  term,  if  there  are  any  symptoms  of 
decompensation;  or  two  weeks  before  term  in  any  case. 

Treatmefit  in  Labor, — Stimulation  with  digipuratum  hy- 
podermically (one  ampule  every  three  hours)  during  the  course 
of  labor,  and  every  six  hours  for  three  days  following  (or  tincture 
of  digitalis  m.  x.  by  mouth);  delivery  with  forceps  when  the 
expulsive  pains  of  the  second  stage  begin,  with  as  light  ether 
anesthesia  as  possible. 

In  decompensation^  rapid  delivery  without  anesthesia,  and 
active  stimulation. 

In  actUe  dilatation  of  the  hearty  immediate  delivery,  active 
stimulation  (i  ampule  of  digipuratum;  of  i  mil  digalen' 
or  30  minims  of  camphorated  oil),  oxygen,  a  tight  abdominal 
binder — all  except  the  binder  to  be  given  during  the  process 
01  delivery  and  continued  afterward.  In  all  cases  make 
preparations  for  any  complications  beforehand. 

Prognosis. — The  most  critical  time  is  just  after  delivery. 
'Sudden  collapse  several  hours  afterward  is  not  uncommon. 
The  mortality  is  variously  stated  at  from  6  to  80  per  cent. 
The  lower  figure  is  more  nearly  correct.  A  tendency  to  mod- 
erate bleeding  after  delivery  should  not  be  checked,  as  it  is 
usually  beneficial.  The  danger  to  the  child  is  great,  stillbirths 
averaging  50  per  cent. 

Graves'  disease  is  liable  to  be  serious  in  pregnancy,  though 
sometimes  improved  by  it.     27  toxemic  symptoms  develop, 
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the  case  is  always  more  seriQus.     The  IreatmenL  is  the  Si 
for  heart  lesions,  except  that  rapid  delivery  is  usualll 
needed.     If  an  anesthetic  is  required,  ether  is  the  only  o 
be  considered. 

Varicose  veins  occur  chiefly  in  the  legs,  thighs  and  I 
majora.  The>'  are  unmistakable,  and  usually  cause  consi 
able  discomfort.  Dangers  are  rupture  with  hemorrq 
(dangerous),  thrombosis  and  infection  (from  scratching 

Treatment  during  pregnancy  requires  an  elastic  stockingi 
bandage,  for  the  varices  of  the  legs.  Those  of  the  labia  refjul 
no  treatment.  The  patient  should  be  instructed  how  T 
control  the  bleeding  by  pressure,  in  case  of  rupture.  Rcstl 
essential  and  if  there  is  much  inflammation  dilute  leadw 
and  alcohol,  equal  parts,  is  the  best  application. 

BLOOD  DISEASES 

Pernicious  anemia  and  leukemia  often  originate  in  pn 
nancy  and  are  always  aggravated  by  it.  Purpura  is  usuij 
fatal  and  always  kills  the  child. 

INFECTIOUS  DISEASES 

All  the  infectious  diseases  are  made  worse  by 
and  abortion  or  miscarriage  is  to  be  expected  in  about  50 
cent,  of  cases. 

INJURIES  AND  ACCIDENTS 

Any  severe  shock  is  liable  to  cause  abortion,  and  falls  duj 
the  last  three  months  of  pregnancy  not  infrequently  a 
rupture  of  the  uterus  or  premature  separation  of  the  placei 

RELAXATION  OF  THE  PELVIC  JOINTS 

Relaxation  of  the  pelvic  joints,  especially  the  sacro-iliat 

s  to  a  certain  extent  present  in  every  pregnancy.     Occasion- 

lally  it  is  enough  to  cause  severe  backache,  difficully  in  walking 

lor  even  entire  inability  to  wa\k.    MvVii  cases  t^w  V»e  raanajed 
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)fhatig  the  lower  third  of  the  corset  tightly  over  the  hips, 
r&mr  cases  require  a  binder  or  adhesive  straps.     It  usually 
aU  for  se\-eral  months  after  delivery,  and  requires  similar 
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3  pregnancy  is  a  recurrence  of  an  old  chorea  and  is 
Surly  per  cent,  of  the  cases  occur  in  primipara. 
I  disease  is  greatly  aggravated  by  pregnancy  and  it  has  a 
bllity  of  18  per  cent.  Blood  examination  shows  marked 
Dphilia.  The  mild  cases  usually  yield  to  bromids,  arsenic 
liron;  the  severe  ones  require  anesthesia  for  temporary 
IdI,  and  the  prompt  interruption  of  pregnancy. 

f  is  not  influenced  by  pregnancy,  except  that  often 
I  convulsions  cease  during  pregnancy,  only  to  reappear 
T  delivery. 

lossni^. — Frequency  1-400  cases. 
'yPfi- — I.  Mania  (homicidal). 
L  Melancholia  (suicidal). 
|.  Mental  confusion. 

e  of  occurrence  most  frequently  in  the  puerperium;  next 

;  lacUtion,  and  least  frequently  in  pregnancy.     This 

I  not  take  account  of  the  temporary  delirium  often  seen 


idmeni  is  best  carried  out  in  an  asylum  and  based  upon 

'eo-k]    hygiene    and    full   diet. -The    tendency  to  homicide 

'of  the  infant)  and  suicide  must  never  be  forgotten,  and  the 

■Client  watched  accordingly, 

Neuralgia  is  most  frequent  in  the  sacral  plexus,  often  causes 

-jilerable   lameness,   and   is  obstinate   to   treat.    It   will 

usually  remain  until  after  delivery.    Other  local  neuralgias 

are  most  often  symptoms  of  toxemia,  and  treated  accordingly. 

Operations  in  pregnancy  do*  not,  as  a  rule,  greatly  increase 

;he  risk  of  abortion,  but  are  to  be  avoided  unless  urgent.     In 

lervous  patients  even  the  pulling  of  a  tooth  may  precipitate 

iboitioa. 


I 
I 
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DISEASES  OF  THE  RESPIRATORY  SYSTEM 

Tuberculosis  in  pregnancy  is  always  serious.  An  cid 
infection  is  maiJe  worse;  a  latent  one  often  made  active. 
superstition  among  the  laity  that  tuberculosis  is  bead 
by  pregnancy  is  erroneous,  A  patient  w-ith  phthisis  s 
be  warned  against  pregnancy;  and  the  presence  of  1 
phthisis  in  a  pregnant  woman  in  early  pregnancy  is  a  ji 
able  indication  for  the  premature  termination  of  pregna 

Epistaxis  is  common  and  often  serious  enough  to  ret 
packing  of  the  nares.  Often  it  wili  not  cease  until  pregn; 
is  terminated. 

Asthma  is  unfavorably  influenced  by  pregnancy. 

Hemoptysis  is  not  always  due  to  phthisis.     It  is  s 
the  "cardiac  nerve  storms"  of  pregnant  women,  and  in  \ 
controlled  by  chloral  and  bromids. 

DISEASES  OF  THE  SKIN 

Pruritus  may  be  general  or  confined  lo  the  genitalia. 

Pruritus  vulvae  is  due  to;  (i)  dirt  or  parasites;  (2)  irriti 
leukorrhea;  (3)  diabetes;  (4)  neurosis.  If  a  cause  ca; 
found  and  relieved,  the  itching  will  cea^  spontaneously 
it  is  neurotic,  local  applications  of  carbolic  acid  J-^  of 
cent.;  menthol  ointment  gr.  30  to  oz.  i;  oil  of  bitter  alm< 
nitrate  of  silver  gr.  10  to  02.  i  may  be  used.  Often 
termination  of  pregnancy  will  be  required. 

In  diffuse  pruritus,  the  itching  seems  to  depend  upoq 
lack  of  oil  in  the  skin.     Hence  the  use  of  glycerin  : 
glycerin,  olive  oil  or  cocoa  butter  by  inunction  will  gii 
best  results.     This  diffuse  pruritus  is  called  "prurigo  | 
tionis."  " 

Pigmentation  of  the  skin  is  often  persistent  throu 
pregnancy,  but  usually  disappears  after  labor.  If 
lemon  juice  is  the  best  local  application. 

Brittle  or  loose  finger  nails  annoj-  the  patient,  and 
much  pain.  Treatment  is  disappointing,  chiefly  tonics 
oH  applied  locally.     Recovety  Is  s^WaReous  after  delii 
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igo,  herpes  and  molluscum  fibrosum  are  all  aggra- 
Iby  pregnancy,  and  ufii'n  first  appear  in  pregnancy, 
i  complicatmg  pregnancy  will  be  described  in  the 
r  on  dystocia  due  to  maternal  suft  parts. 

DISEASES  OF  THE  URINARY  SYSTEM 
;  urine  in  pregnancy  is  always  increased,  and  often  to 
■mss.    The  polyuria  ceases  after  delivery  and  no  treat- 
<i9  needed.     If  the  quantity  is  diminished,  the  cause 
I  be  investigated  at  once. 
Iniiiuiria    will    be    described    under    the    toxemia    of 

r  is  next  in  importance  to  albumen.  It  is  usuaUy 
d  is  unattended  by  systemic  symptoms.  True  glyco- 
rare  and  if  present  is  greatly  aggravated  by  pregnancy, 
Igh  diabetes  mellitus  may,  In  certain  cases,  irregularly 
^  in  each  pregnancy  and  disappear  after  delivery.  Sugar 
is  in  the  urine  in  about  i  per  cent,  of  aU  cases.  The 
btial  diagnosis  between  lactose  and  glucose  can  be  made 
^tion. 

1  is  usually  due  to  vesical  hemorrhoids,  papilloma, 
r  acute  cystitis  and  will  disappear  after  labor.  The 
;  b  usually  not  profuse  enough  to  require  treatment. 

Diseases  op  the  Bladder 
ibility  is  common  and  due  to  congestion,  pressure  from 
i  uterus  or  neurosis.     If  a  displacement  is  found  and 
,,  the  irritability  will  cease.     For  other  cases  the  best 

rtion  is  one  containing  sodium  bromid,  gr.  lo,  potassium 
gr.  5,  tincture  of  belladonna,  gtt.  5,  liquor  potassii 
^  drams  2  to  each  dose,  four  times  daily. 
potinence  is  usually  that  of  overflow,  and  due  to  a 
l^ed  uterus.  Reposition  of  the  uterus  and  the  use  of  the 
Mb  will  relieve  it, 

wis  is  aggravated  by  pregnancy.     It  is  treated  by  daily 
fads  mVi  boric  add  solution  and  the  mst^a\ikOn  oi  QObfl 
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ounce  of  i  per  cent,  hegonon,  or  15  per  cent,  argyrol  stiluti 
or  5  per  cent,  silvol  solution,  to  be  ret^ned  as  long  1 
possible. 

Stone  in  the  bladder  is  very  rare,  but  when  it  occur  shoi 
be  removed  before  labor,  to  prevent  a  fistula. 

Diseases  of  the  Kidret 
Nephritis  will  be  described  under  toxemia  of  pregnancy^ 
Dislocation  of  the  kidney  is  almost  always  the  right.  Uft 
less  it  is  so  low  as  to  be  in  the  pelvis  (usually  the  congeuU 
ectopic  kidney)  or  twists  on  its  ureter  to  give  acute  hydronepb 
rosis,  it  is  of  little  moment.  If  acute  hydronephrosis  d 
ops,  catheterization  of  the  ureter  is  indicated.  If  tliis  fails  U 
give  relief,  induction  of  labor  is  required.  The  removal  of  om 
kidney  does  not  usually  influence  unfavorably  any  subsequent 
pregnancy. 

Pyelitis  in  pregnancy  is  common.  It  may  occur  any  tim 
in  pregnancy,  but  is  most  common  in  middle  trimester.  Pn 
disposing  causes  are  the  tendency  to  hydro-ureter  and  hydro 
nephrosis  due  to  a  movable  kidney  or  direct  pressure  on  the 
ureter  against  the  pelvic  brim^  by  the  bulk  of  the  pregDUt 
uterus.  Theactualinfectingagentsare:  (i) Bacillus aerogOH) 
mycosum  (differing  from  the  colon  bacillus  in  being  nonmotO^ 
{2)  colon  bacillus;  (3)  pneuraococcus;  (4)  gonococcus;  (^ 
staphylococcus;  (6)  streptococcus  (in  puerperium).- 

Symptoms. — 1.   High   fever;    (2}  leukocytods;   (3)  pab  ql 

loin  and  referred  down  ureter;  (4)  pyuria. 

§        Diagnosis  by  the  above  symptoms  and,  U  necessary,  cyslos? 

■  copy  and  the  inspection  of  the  eroded  ureteral  orifice.     Cloudy 

H  urine  can  be  seen  issuing  from  it. 

H  Differential  Diagnosis. — The  commonest  mistake  is  to  co»- 
Hiuse  this  with  appendicitis.  The  diagnosis  should  offer  ni> 
Vdifficulty. 

Treatment. — Palliative. — (i)  Rest  in  bed  on  side  opposite 
the  affected  one;  (2)  ice-bag  to  affected  Vain-,  (,l,^  lai^e  amount! 
of  WHtei;  (4)  milk  tUet;  (.5)  ui\aa.rv  a^n^^aepXi-ia  '^jaiii^^tt 
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mitol);  (6)  bladder  irrigations,  lo  help  ureteral  peristal- 
I  aid  drainage. 

icai. — Cystoscopy;   catheterization  of  affected   ureter, 
ig  out  of  peh^is  of  kidney  with  boric  acid  solution. 


1  of  withdrannnt:  enntcnts  of  an  ampule,  lor  hypo- 
;tioii.  The  ampule  is  held  upside  down,  the  needle  inserted 
c  and  the  syciogc  is  pushed  up  by  forefinger  of  right  hand. 

by    I    per    cent,    hegonon,    or  5    per  cent,  silvol 

This,  possibly  repealed,  will  cure  most  cases.     If 

olf  indactioa  of  labor  will  be  required.     \]n\es?.  Tvt^^ 
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lected,  nephrotomy  and  drainage  or  nephrectomy  will  ran 
if  ever,  be  required. 

Causes  of   right-sided   pain   in   women  are;  (i)  C 
cystitis  or  gall-stones;  (2)  fecal  impaction  in  hepatic  fleswt 
colon;   (3)  floating  kidney  with  hydronephrosis;  (4)  I 
stone;    (5)  ureteral  slone;  (6)  pyelitis;  (7)  appcndidlis;  I 
salpingitis;    (g)  extra-uterine    pregnancy;    {10)  ovarian  c 
twisted  on  pedicle;  (11)  varicose  veins  in  broad  ligament 

Functional  Tests  for  Kidney  Activity.- — Indigocarmint.- 
I  mil  of  indigocarmin  is  injected  in  the  thigh;  blue  urine  si 
be  seen,  through  the  cysloscope.  to  emerge  from  the  urel 
in  about  twelve  and  a.  half  minutes.     Delay  usually  ii 
improper  function,  though  exceptions  are  numerous. 

PlienohtdplMnephlhalein. — Two  to  four  mils  of  phe 
sulphonephthalein  are  injected  deep  in  the  patient's 
She  is  catheterized  immediately  before  the  injection;  agaiil 
one  hour  and  ten  minutes  and  again  in  one  hour.  The  I 
two  specimens  are  saved.  Their  color  is  compared  with 
color  in  the  colorimeter  vials.  About  60  per  cent,  is  the  non 
e3ccretion  in  two  hours.  Less  indicates  improper  fund) 
although  wide  variations  are  seen  with  few  or  no  symptom 

Cystoscopv 

Methods.^(i)  Air  distention  of  bladder  and  direct  \ 

(2)  Water  distention  of  the  bladder  with  indirect  (inverU 
vision.    The  method  of  choice  in  most  cases.     The  air-dis- 1 
tention  method  requires  either  the  knee-chest  or  very  high 
Trendelenburg  position;  often  an  anesthetic;  and.  due  to  the 
interference  with  breathing,  is  impracticable  late  in  pregnancy. 

Directions  for  Use  of  Air  Distention  Cystoscope.— i.Thf 
patient  is  arranged  in  the  high  Trendelenburg  or  knee-chest 
position.  J 

5.  Urethra  cleansed,  cocainized  with  4  per  cent,  cocfl 
solution  and  dilated  with  either  conic  or  cylindric  sound,    fl 

3.  The  cystoscope  is  inserted,  with  obturator  in  plaM 
obturator  withdrawn  and  Ughl.  VurneA  on.  9 
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urine,  as  it  collects,  is  aspirated  by  suction  i 
and  bulb.    The  habit  of  drying  the  bladder  with 
ips  is  pernicious.     It  is  too  Hlcely  to  injure  the  vesical 


ions  for  Use  of  the 
Distention    Cjrsto- 

lient  lithotomy  po- 
ether. 

use  urelliral  orifice, 
ry  small,  use  small 

Bound  (ii). 

cystoscope,  cord, 

heters  sterilized  by 
^'apo^.     If   wiped 

Klcohol,  never  get  it 

other  fluid  on  eye 

iest  to  useexamin- 
bst  to  locate  ureters, 
change  to  catheter- 

iricate  Hghl  of  scope 
rer  get  anything  on 
d  use  only  glycerin 
-soluble  lubricant. 

1  cystoscope.  turn 
down  (except  in 
scopes),  attach 


tube,   and    light     Effidcat-ndi. 


iw  water  to  run  in  bladder,  until  patient  feels  desire 
te,  then  cut  o5  and  turn  light  on  slowly.     Too  liule 
bladder  is  Ike  commonest  cause  of  trouble. 
lys  work  with  as  little  light  turned  on  as  possible. 
easily  burned  out  a.nd  are  expensive. 


g.  U  fluid  is  cloudy,  let  water  run  in  and  out  until  dear, 
lo.  Lwok  for  ureters  by  turning  cj'stoscope  at  angle  of  tj 
to  perpendicular  on  each  side  of  bladder.     If  a  doubtful  ^ 
is  seen  and  you  cannot  be  sure  whether  it  is  the  ureler, « 
it  for  a  few  seconds.    If  it  is  a  ui 
it  will  spout  u 

11.  When  finished  with  examisii 
lens,  turn  light  off,  rcroovc  qiu 
scope,  change  to  catheterizing  li 
insert  catheters  and  proceed  as  Ik 
fore  to  insert  cystoscope  and  i 
the  ureters. 

12.  To  catheterize  ureter, 
located,  focus  it  at  about  s  o'dcd 
(riKht)  or  7  o'clock  (left)  1; 
field  as  a  clock  face.  Push  catheta^ 
down  till  \'isible  past  lens, 
it  in  proper  direction  with  ih(  1 
hinged  flap  worked  from  the  bandit  1 
of  scope  and  push  in  moulh  ( 
ureter.  When  in,  put  flap  down  ft 
again  and  then  push  catheter  up  M 
pelvis  of  kidney. 

13.  To  push  catheter  in,  grasp  il  I 
with  fingers  as  near  where  it  enten* 
the  cystoscope  channel  as  possible.  I 
Otherwise  it  will  bend. 

14.  Never  catheterize  a  ftni/li]r^ 
ureter  from  an  injected  bladder. 

IS-  To  wash  out  pelvis  of  kidney 
use  a  hypodermic  syringe  and  boric 
acid    solution  and  then  hegonon  i 


1 

■  1 

1 

Fig.  So.— Type  of  syi 
[w  irrigating  kidney. 
^'  s  capacity  of  5  mils 

I 


The 


nelw.    .U.J  ^'  ""'•  °'  '''™'  5  per  cent    ' 

Pei™  ot  the  k.d„ey  .hould  hold  ,010,5  mils  but  be  guided 

sLl.  t  H   '  ""P'"'"'  »'  P"".  "<i  never  persist  after  [«in 
and  never  use  fotcc  in  mjeclmg  At  ftviA. 


J 


,  To  remove  cystoscopc  turn  off  light,  disconnect  water 
be  sure  guiding  flap  is  flat  down  and  remove, 
.  To  leave  catheters  in,  push  up  as  far  as  jwssible,  altow- 
liem  to  curl  up  in  bladder.  Leave  only  J-a  inch  of  catheter 
nd  eyepiece  of  cystoscope.  Then  remove  cystoscope  as 
amber  16.  When  catheters  appear  at  urethra!  orifice, 
them  and  pull  cystoscope  away  from  them.  Fix  them 
Ighs  with  adhesive  tape,  let  drain  into  bottles  and  be  sure 
e  removing  the  cystoscope  that  you  know  which  is  right 
rhich  left. 

.  After  using  dry  cystoscope  with  gauze,  dry  catheters 
fiping  off  and  keep  them  with  aluminum  wire  stylets  in 


r  get  any  moisture  in  the  eyepiece  of  the  scope. 
end  is  not  watertight. 

.  When  difficulty  is  met  in  localizing  the  ureters,  hypo- 

:  injection  of  indigt>carmin  (0.06  gm.)   will  color  the 

!  blue  and  enable  the  ureters  to  be  seen,  as  they  spout 

lODS  OF  Collecting  UiunK  from  Uketers  Sepiuiately 

Ureteral  cathelerizatioii. 
Segregation. 

eteral  catheterizatioii  is  much  the  best.  It  occa.'^ionally 
I  pun  afterward,  due  to  irritation  of  the  ureter  or  passage 
!/  dot,  but  this  is  short  lived  and  ot  no  momcuX. 
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Segregation  is  the  formation  of  an  artificial  division  in  ti 
bladder  and  the  exhaustion  of  the  urine  from  each  side  of  || 
partition  by  suction.     It  is   not  satisfactory  and  only  1 
when  ureteral  catheterization  is  not  practicable.     The  instr 
nients  used  are: 

1.  Harris'  method,  where  pressure  by  a  bar  against  1 
anterior  vaginal  wall  is  used  to  make  the  partition. 

2.  Cathelin's  or  Luys'   methods,   where  the  partition 


t  tor  the  intravesical  Eepara 
(B    C.  Hirsl.) 


formed  of  rubber    mtegral   with   the  instrument  inside  the  | 
bladder,     Lun'i    inslrumeni  ts  the  most  satisfactory.  J 

Uses  of  a  Ureteral  Catheter.^i.  To  collect  urine;  (a)  l" 
diagnose  stricture  of  ureter;  (3)  to  diagnose  stone  in  uretsr 
(wax-covered  tip);  (4)  to  irrigate  pelvis  of  kidney;  (5)  for 
*-ray  work,  to  show  position  and  course  of  ureter;  (6)  to 
make  ureter  prominent,  in  operations  for  cancer. 

THE  TOXEMIAS  OF  PREGNANCY 

Kinds. — The  cor/y— seen  in  the  first  four  months  of  preg- 

nsncy,  c^racterized  by  normal  ot  su^jTWttMi'WvKi^A-^T.^sKij.M., 
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ite  or  severe  vomiting;  and  rarely  any  kidney  break- 

late — seen  in  the  last  five  months  of  pregnancy;  charac- 
d  by  high  blood- pressure;  albuminuria;  eye  disturbance; 
llsions,  but  rarely  vomiting  escepl  incidentally, 

S  as  to  Cause.— £(iWy  Toxemia. — (i)  Toxins  due  to 

lial    hyperplasia;    {i)    failure    of   absorption    of    corpus 

;  the  corpus  luteum  of  pregnancy  increasing  in  size  until 

ard  monih  and  then  the  cessation  of  nausea  and  beginning 

ition  of  the  corpus  luteum  occurring  synchronously. 

Toxemia.— {\)  Errors  in  fetal  metabolism,  causmg  a 

tion  in   the  maternal  system   of  a   toxin   which   causes 

of  kidney  with  fatty  infiltration  {so-called  kidney  of 

ancy);   (2)  direct  effects  of  increased  intra-abdominal 

as  in  twins,  bydramnios,  etc. 

The  Toxehia  of  Early  Pregranct 
vomiting 

uiting    may    be:  (i)  physiologic;    (2)  exaggerated    or 


normal  vomiting  of  pregnancy  is  most  marked  in  the 
log,  though  it  may  recur  at  irregular  intervals  throughout 
ly.  It  is  annoying  rather  than  distressing  and  the  routine 
pent  k:  (1)  Light  diet;  (2)  sodium  bromid  gr.  15  in 
lior  water,  drams  3,  four  times  daily;  (3)  hypodermic 
luscular  injections  of  i  mil  soluble  extract  of  corpus 
I  once  daily. 

exaggerated  vomiting  of  pregnancy  is  marked  increase 
Ihe  normal.  It  is  not  uncommonly  reflex,  and  search 
be  made  for:  (tj  eroded  cervix  and  (2),  retroversion  of 
terus — the  two  commonest  causes  of  reflex  vomiting, 
instituting  any  treatment.  Otherwise  the  treatment  is 
ve. 

Use  <d  Corpus  Luteum  Extract  in  Vomiting  of  Preg- 
, — Tbis  is  based  upon  the  author's  theory  tha.\.  evtvj 
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woman  is  constantly  absorbing  corpus  luteum,    ViTien  s 
becomes  pregnant  the  corpus  luteum  of  pregnancy  Hoes  a 
absorb  at  once,  but  increases  in  size.     When  tKe  remains  o[  tk 
preceding  corpus  luteum  have  disappeared,  the  vomiting  b 
due  to  the  aijsence  of  further  material.     Synchronously  with  l!i^ 
resumption  of  absorption  of  the  corpus  luteum  of  pregnancjJ 
at  the  third  month,  the  nausea  disappears.     It  is  believed  ihall 
this  is  not  a  coincidence,  but  cause  and  effect. 

The  soluble  extract  is  given  intramuscularly  in  doses  ni  ; 
mil  every  other  day  to  i  mil  twice  daily,  depending  upon  ttn 
severity  of  the  attack.  Each  mil  equals  20  mg.  of  the  drii: ' 
substance.  No  effect  is  usually  noted  until  after  the  four':. 
dose,  when  relief  comes  suddenly.  Twelve  doses  aregi^i' 
in  all,  on  the  average.  The  melhod  is  on  trial,  but  theauihnr 
results  so  far  have  been  distinctly  encouraging  (in  cases;  ij 
successful).  Mouth  administration  is  not  satisfactory,  as  iti 
action  of  the  coqjus  luteum  extract  is  unfavorably  ioJluencL'i 
by  digestion. 

In  severe  cases,  the  extract  can  be  given  intravenous!' 
in  doses  of  2  mils  (ampules.) 

Pernicious  Vomitiiig  or  Hyperemesis  Gravidarum.— A  hm 

1.  Neurotic. 

2.  Reflex — from  anything  causing  pelvic  congestion.  Most 
commonly  from  (i)  erosion  of  the  cervix  and  (2)  backward 
displacement  of  the  uterus. 

3.  Toxemic. 

Frequency. — It  is  more  common  in,  or  at  least  more  fre- 
quently reported  from,  the  United  Stales  and  France  thaji 
from  Germany  or  England.  About  65  per  cent,  of  cases  occur 
in  multipara,  and  it  is  distinctly  more  dangerous  in  multipara; 
than  in  primiparx. 

Pathologic  Changes. — These  arc  most  marked  in  the  liver  and 
kidneys.  Fatal  cases,  on  autopsy,  show  diffuse  hemorrhagic 
hepatitis;  acute  fatty  degeneration  in  the  center  of  the  lobules, 
and  even  extensive  necrosis  of  the  liver.  The  kindeys  show 
changes  varying  from  the  kidney  ot  ^Tc^ti^nt-j  ^^utTOia.  -wvi-li 
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infill.T3.tion)   to  acute  parenchymatous  nephritis  with 
L  degeneration. 

iHptonu;.~~(i)  Excessive  and  almost  Incessant  vomiting 

i  retching,  irrespective  of  whether  the  stomach  contains 

I    or    not;    (2)  elevation  of  pulse  and   temperature;  (3) 

ngof  all  the  mucous  membranes;  {4)  jaundice;  (s)  emacia- 

The   rapid   development   of  these   symptoms   usually 

i's  toward  a  toxemic  t\-pe  of  vomiting;  their  slow  develop- 

]i  rather  toward  a  reflex  or  even  neurotic  type.    The  high 

1  Tonia  coriicnt  of  the  urine  (up  to  40  per  cent.)  with  low 

-  has  been  demon-strated  to  be  due  not  to  toxemia,  but 

n  acidosis  from  starvation, 

.'  'fdlmenl.     1.  Hygienic  Trealment. — This  consists  in  giving 

ftatient  the  best  possible  surroundings;  insistence  upon 

[Mtal  care  is  much  to  be  preferred.     Ail  causes  of  pelvic 

^cstion,  such  as  coitus,  should  be  eliminated.     Any  craving 

unusual  articles  of  food  may  be  gratified,  provided  the 

ties  craved  are  reasonably  digestible.     Complete  rest  in 

!     quiet,    and    freedom    from   visitors   must   be   insisted 

'  •ynec-ologic  Treatmettl. — Any  condition  in  the  pelvis  which 

ijlit  cause  vomiting  from  reflex  irritation  must  be  corrected. 

'^ion  of  the  cervix  should  be  treated  with  5  per  cent.  {40 

.-.lins  to  the  ounce)  nitrate  of  silver  solution,  repeated  in  two 

daj-s.    A  retroverted  uterus  should  be  replaced,  in  the  knee- 

chesi  posture,  and  a  pessarj-  inserted. 

Medical  Treatment,  i.  feeifjwg.— The  stomach  should  be 
pVTO  an  entire  rest,  except  where  special  cravings  exist,  and 
all  food  given  by  the  rectum.  The  best  enemas  are:  liquid 
peptonoids  or  predigested  beef  two  ounces  and  salt  solution 
(0.;  per  cenL)'or  sugar  solution  (glucose  one  and  one-half 
cpunces  lo  two  pints)  two  ounces,  given  every  four  hours.  A 
nutritive  enema  should  never  exceed  six  ounces,  and  four  is 
bftler.  PeptoniEed  milk  or  peptonized  beef-tea  or  broth  may 
be  substituted,  but  the  predigestion  should  be  carried  thirty 
to  iorly-Sve  i 


f 


tAxaouMY  or 


mSSEuI^^ 


r 

^H  Twice  daily  a  high  enema  of  salt  or  sugar  solution 
^'Aould  be  given  to  relieve  the  thirst. 

IMigj. — Opium  (gr.  i  extract)  by  suppository  twice 
bromids  one  dram  in  solution  in  each  nutritive  enema; 
ihirty  grains  in  three  ounces  mucilage  of  acacia  by 
rtfjmted  ono?;  adrenalin  solution  i-iooo,  twenty  drops 
tinted  daily  by  the  mouth  or  five  drops  hypodermJcally 
Tht  local  anesthi-tirs  like  cocain,  B-eucain,  menlho!,  t 
fca«  Kttie  rffccc.  and  all  the  depressant  drugs,  like  morpbin 
awl  bRMUcfcs  tend  later  to  increase  the  vomiting. 

J>«—  rnM*M^.— The  adminbtration  of  thirty  to  biti 
nife  <ai  atn^  bom  a  woman  who  has  esublished  tolerance  to 
TOwta^  oa  dtt  priiK^e  thai  it  contains  some  antltom, 
has  OMK  «9tk  s%ht  if  anr  success.  The  difficulties  in  obtaln- 
^  m.  ■sttbatmt  s^ffh  an  obvious. 

J^^f  i<w>  t^i^ii^ms  of  C4?rptts  Luleum  E^rad.—'^^ 
iiM^w  >aa  liMwJid  a  auing  six  cases  of  pernicious  vomiting, 
^tM^  «ka^  ikr  btcnupuoo  of  pregnancy  had  been  sen- 
mk  intramuscular  injeciioDS  of' 
t  ■'■ii^  «{  wlabfc  exUact  of  corpus  luteum.  la] 
i  may  be  giveo  intravenously. 
[  to  lay  down  a  dogmatii 
r  is  to  be  interrupted.  If  n 
K  far  «■£  wek  has  failed  to  conii 
•*  '••■■■^(^  a  lt»  B*'te  I«BS  BKssImtly  o\"er  i  lo;  and  if] 


fc«^  or  marked  albu-f 
:t  is  tcquired,  but  ooly 


1 


*>t»  %-  <k  ««b^  «i« 


tbe  timely  iateTTUl>-  1 
he  lov.     The  chief 
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late  toiemia  of  pregnaocy  begins  in  the  periphery  of  the 
jle  and  spreads  toward  the  center — the  exact  opposite 
iie  same  degeneration  in  the  early  toxemia.     The  hepatic 
e  of  the  late  toxemia  is  much  the  more  dangerous. 
tlood-pressure. — ^The  earliest,  most  constant  sign  of  toxe- 

in  the  latter  half  of  pregnancy  is  a  high  and  rising  blood- 


The  pressure  may  \k-  taken  wuh  either  a  mercury 
1  or  dial  sphygmomanometer,  the  former  being  the 
The  systolic  pressure  may  be  obtained  by  observing  the 
ion  of  the  column  or  needle,  auscultation  over  the 
I  artery  at  the  eJboiv,  or  palpation  of  vhe  radial  ^ulse. 
rsto/i'c  pressure  is  the  most  imporlaaV,  alt^ou,^  VV  "\5i 
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wise  always  to  read  the  diastolic  as  well,  as  too  great  a 
gence  between  them  is  often  an  indication  of  royocai 
The  normal  blood-pressure  in  pregnancy  should  avei 
to  1 25  nim.,  lending  to  rise  slightly  in  the  last  month. 
sure  of  125  to  igo,  unaccompanied  by  other  symptoms 


■ 

WE 

1 

i 

M 

i 

.   l.[.u,-l.|.,e,s„r<.'  apparatus.      (S.  C.  Hir* 

cause  no  alarm,  but  a  pressure  over  150,  with  a  lendeM 
rise  still  higher,  indicates  prompt  and  active  treatment. 

Albuminuria. — If  a  trace  of  albumen  be  regarded  as  pos 
75  per  cent.,  at  least  of  pregnant  women  will  show  it. 

A  measurable  amount  of  albumen  wili  be  found  in  ap( 

lately  6  per  cent.     In  10  per  cent,  of  toxemic  patieni 

constitutional  symptoms  of  headache,  failing  vision,  somnc 

and  epigasttic  pain  wiW  antedate  tVvc  a.w^'^^^'^'^'^  '^^  '^ 


fcncc  oE  albumen   is   best   detecled   by   boiling  i 
KHelier's  lesl).    As  a  small  amount  of  albumen  is  not 
jjf  a  cause  for  alarm,  the  more  delicate   tests  are 
fcessary  nor  desirable. 
intitative  tests,  Esbach's  picric  acid  method  answers  I 
bose. 

Itimation  is  unreliable.     It  is  said  that  the  normal   I 
ut  should  be  i6  to  :i4  grams  a  day.     IE  this  falls  j 
rgrams,  the  outlook  is  said  to 
L    This   has   not  been  borne 
Ktice,  and  the  urea  estimation 
Btnia  of  late  pregnancy  is  not 
Kilcal  value.     For  office  work, 
BUS  ureometer  answers  every 
Rt  is  employed  as  follows: 
Bnal  amount  of  urea  excreted 
■icy  is  said  to    be  from   1.5 
Icent.   (16  to   24  grams   per 
rae  Doremus   apparatus  con- 
BWo  branched  tube  set  upon  a 
B  larger  branch  having  a  U 
unating  in  a  large  bulb.    The 
nach   is  separated  from  the 
E  stopcock.     The  large  branch 
nth  a  40  per  cent,  solution  of 
Ha,  to  which  i  mil  of  bromin  is 
tming    a    fresh    solution    of 
bobromite.    The  small  branch  is  filled  with  urine  and 
■lowed  to  run  through  slowly,  by  turning  the  stop- 
feu  rea  is  decomposed,  nitrogen  is  set  free,  and  gathers 
lof  the  tube.     The  amount  of  nitrogen  formed  is  read 
Ibe  scale  marked  up  on  the  lube,  each  division  rep- 
b,ooi  grams  of  urea  to  the  mil  of  urine.    The  total 
['  twenty-four  hours  can  thus  be  calculated. 
■  Partition. — This  is  represented  by  two  tavKet  m\.i>  i 
km'  txicabtions.    First  the  relatjoQ  ot  uiea.  \o  \M 


^         urea 
H  sei 
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other  nitrogeDE.  Normally  urea  is  about  tour-fifths  0 
total  nitrogen  in  the  urine;  in  toxemia  it  is  said  to  be  r 
to  one-half  or  less. 

Secondly  the  ratio  of  ammonia  nitrogen  to  the  total  nitB 
content  of  the  urine.  This  *s  normally  ,?  to  5  per  cent- 
may  rise,  in  toxemia,  to  as  high  as  50  per  cent. 

These  tests  are  for  the  trained  chemist,  and  their  valt 
the  practical  physician  is  almost  negligible. 

Urea  and  Urea  Nitrogen  in  the  Blood. — In  many  < 
the  urea  and  urea  nitrogen  count  of  the  blood  is  of  the  g 
diagnostic  importance,  particularly  those  cases  showing  kit 
breakdown  in  the  early  half  of  pregnancy,  in  whom  a  pre 
nephritis  has  been  proved  or  is  suspected.  For  the  fol 
ing  description  of  the  method,  the  aulhor  is  indebtd 
Dr.  A.  E.  Rubenstone,  Pathologist  of  Mt.  Sinai  Hos]] 
Philadelphia. 

The  estimation  of  urea  and  urea  nitrogen  in  the  blood 
been  found  an  excellent  means  of  determining  the  funct 
activity  of  the  kidneys  especially  in  chronic  nephritis  and 
great  import  in  prognosis  particularly  when  the  questn 
operation  or  terminating  pregnancy  arises.  The  nc 
amount  of  urea  in  the  blood  on  an  ordinary  mixed  diet  is  bet\ 
.02  and  ,035  per  cent.,  nearly  half  of  this  amount  being ' 
nitrogen.  When  the  functional  activities  of  the  kidneysan 
paired  this  substance  is  retained  in  the  blood  and  tissui 
greater  quantities  than  normally  present  and  the  deg 
retention  will  depend  on  the  extent  of  the  renal  involvem 
In  nephritis  values  up  to  .05  to  .07  per  cent,  of  urea  are  ^^ 
tained  while  in  uremia  up  to  .2  per  cent  is  recorded.  Obviously 
the  greater  the  retention  of  urea  the  more  unfavorable  the 
prognosis,  those  cases  showing  more  than  .1  per  cent,  of  urea 
usually  terminating  fatally. 

Considering  the  ease  with  which  the  estimation  of  blood 
urea  may  be  carried  out  with  the  following  technic  and  s 
it  serves  as  an  excellent  index  of  the  amount  of  nitrogca 
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Bltloa  it  may  be  instituted  as  a  routine  diagnostic  and 
ognostic  procedure. 

"This  test  depends  on  utilizing  urease,  which  is  an  enzyme 
icEeot  in  extract  of  soy  bean  to  decompose  urea-forming 
Kunonia  which  is  carefully  estimated  by  titration  with  an 
:id  and  the  amount  of  urea  calculated. 
"Urease,  discovered  by  Takeuchi  in  igog  in  the  watery  extract 
■  the  soy  bean,  converts  urea  into  ammonium  carbonate.  It 
2ts  at  room  temperature  and  forms  ammonia  from  nothing 
TJi^pt  urea  and  is  not  interfered  with  by  glucose  or  anything 
;ke!y  to  be  encountered  in  physiologic  fluids.  The  enzyme 
-lit  active  in  the  form  of  a  dry  powder  which  is  readily 
jiiii.!e  in  water  and  for  the  test  a  fresh  lo  per  cent,  solution 
I  utilized. 

Three  mil  of  fresh  blood  measured  with  an  accurate  pipet  are 
un  into  a  too  mil  test-tube  containing  i  mil  of  3  per  cent, 
oiassium  citrate  to  prevent  clotting,  .5  mil  of  the  urease 
alution  and  2  or  3  drops  of  capryHc  alcohol  are  added.  After 
:n  minutes,  during  which  the  enzyme  decomposes  the  urea, 
mil  of  saturated  potassium  carbonate  is  added,  and  theammo- 
ia  is  driven  over  by  aeration  into  15  mi!  of  hundredth  normal 
ydrochloric  acid  which  has  been  previously  placed  in  a  test- 
ibe  of  100  mil  capacity  aud  connected  with  rubber  stopper 
3d  tubing.  (The  technic  of  aeration  is  essentially  that  of 
olin.)  A  half  hour  of  rapid  aeration  will  surely  drive  all  the 
nmonia  from  the  blood  urease  solution  into  the  acid,  which 
so  should  have  a  few  drops  of  capryhc  alcohol  lo  prevent 
aming.  To  determine  the  amount  of  ammonia  driven  over 
to  the  acid  simply  titrate  the  acidizing  alazarin  as  indicator 
id  hundredth  normal  NaOH  and  each  mil  of  acid  neutralized 
i  the  ammonia  is  equivalent  to  .01  per  cent,  of  urea  or  .00467 
;r  cent,  of  urea  nitrogen. 

Urea  and  anmionia  nitrogen  in  the  urine  can  be  determined 
St  as  rapidly  with  urease  with  but  slight  difference  in  details 
technic. 
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It  can  easily  be  understood  thai  a  patient  with  loxeaa 
pregnancy  might  urgently  need  the  termination  of  pregni 
if  the  blood  urea  count  was  dangerously  high  even  ths 
other  clinical  symptoms  had  not  yet  appeared  to  emphi 
the  need  for  inti'rfcrence. 

Pathologic  changes  in  the  kidney  are:  (i)  The  kidm; 
pregnancy— anemia  of  the  kidney  with  fatty  infiltration^ 
(2)  acute  or  chronic  nephritis.     Kidney  of  pregnancy 
seen  in  the  early  months  of  pregnancy;  nephritis  may  a{^ 
at  any  time.     The  following  differential  diagnosis  is 
theoretical  than  practical. 


Kidney  0/  Pregnanty 
.  No  previous  history  of  kidney 

trouble. 
!.  Appears  late  in  pregnancy. 
;.  Urine  increased  nt  first  but  liable 

lo  sudden  diminution;  low  specific 

gravity. 
i.  Albumin   present  and   liable   to 

sudden  increase. 
;.  Casts  late  if  at  all. 
I.  Albuminuric  retinitis  absent. 

■.  Cleats  up  after  delivery. 
1,  Falii!    cases    show    anemia 
kidney  and  fatty  infiltration. 


Nephritis 
1.  May  be  present. 


i.  Appears  early. 

3.  Same  as  in  kidney  of  p 


D  kidney  of  pregni 


5.  Casts  early  and  abundant. 

6.  Albuminuric  retinitis 

7.  Likely  to  persist  after  delr 
S.  Fatal  cases  show  infiainani 

changes  and  degeneration. 


Treatment  of  Albuminuria  in  Pregnancy.— When  albu 

is  discovered,  in  measurable  amounts,  in  the  urine  of  a  p 
nant  woman,  the  urine  should  be  filtered  and  re-examined 
exclude  contamination  by  leukorrheal  discharge.  Cathel 
zation  is  not  necessary.  If  the  albumen  still  is  found, 
following  treatment  is  instituted. 

(i)  Reduce  the  diet,  eliminating  the  nitrogenous  food,] 
as  red  meals,  peas,  beans,  corn  a.i:ii  xatnaVcws.. 
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I  Prescribe  large  amounts  (12   lo   ig  glasses  daily),  uf 
tcr. 
;)  Basham's  mixture  two  drams  four  times  daily. 

[4)  Bowels  kept  loose  enough  for  two  semiliquid  move- 
nts a  day. 

[5)  Make  quantitative  tests  for  albumen  in  the  urine  every 
ler  day. 

[6)  Take  readings  of  blood-pressure  every  other  day. 

[7)  Reduce  exercise,  and  avoid  exposure  lo  cold  or  wel. 
[fin  spite  of  this  treatment  the  urine  diminishes  in  quantity; 
the  albumen  increases;  or  casts  appear;  or  the  blood-pres- 
e  continues  to  rise; 

[i)  The  patient  should  be  put  to  bed. 

[i)  Her  diet  should  be  milk  only — or  milk  soups,   ratlk 

i&t,  etc.,  lo  vary  the  monotony, 

[3)  The  bowels  kept  liquid  by  citrate  of  magnesia — given 
(—or  magnesium  sulphate  or  similar  hydragoguc  cathartic. 

[4)  She  should  be  sweated  for  half  an  hour  twice  daily  by  a 
t  pack  or  better  by  a  steam  bath,  given  in  a  portable  cabinet. 

[5)  Examinations  of  urine  and  blood-pressure  should  be 
ily. 

\  hot  pact  is  given  by  wrapping  each  leg  in  a  blanket 
ung  out  of  very  hot  water,  the  body  in  a  third,  and  on  top 
ihis  piling  dry  coverings. 

il  can  be  made  more  efficient  by  putting  under  the  dry 
inkets,  six  bricks,  heated  uncomfortably  hot  lo  the  hand, 
i  brick  wrapped  in  an  alcohol  soaked  towel.  The  hot  pack 
aol  nearly  so  efficient  as  the  steam  or  vapor  bath. 
Sleam  or  Vapor  Balk. — Special  cabinets  are  on  the  market 
this  and  are  best  used.  An  efficient  substilule  can  be 
ide  by  taking  half  of  three  barrel  hoops,  and  binding  Lhem 
intervals  to  a  curtain  pole  or  broom  stick.  This  framework 
jutover  the  patient,  who  is  lying  in  bed  between  blankets, 
^  tent  is  built  over  her  with  blankets,  leaving  only  her 
5ed,  and  made  as  airtight  as  possible.  Steam  from 
hof  boiling  waler  is  led  under  this,  by  a  lubbei  X^:^tt — 
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the  tube  being  tied  to  the  ridge-pole  of  the  tent  in  sui 
a  position  thsit  the  patient  cannot  be  scalded.  This  isim 
efficient  method,  and  should  always  be  used  in  prefereno 
the  hot  pack. 

If,  in  spite  of  ihb  treatment,  the  patient  does  not  impra 
pregnancy  should  be  terminated  on  the  following  intUcatit 


(1)  Sudden  or  steady  increase  in  albumen. 

(2)  Sudden  or  steady  decrease  in  urine. 
{3)  Sudden  or  steady  rise  in  blood-pressure. 
(4}  The  appearance  of  the  premonitory  signs  of  eclamp 

— headache,  failing  vision  with  black  specks  before  the  ej 
(muBCE  volitantes);  epigastric  pains;  restlessness. 

The  appearance  of  defective  vision,  black  specks  before  t 
eyes,  or  blindness   always  m(Uca,tc&  ^«   v^om^t  inteml 
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tkm  of  pregnancy.     U  neglected,  the  patient,  if  she  survives, 

nay  }>e  pcrmaneat]y  blind. 

Prognosis. — In  the  majority  of  cases  the  toxemia   either 

iri  up  entirely  or  eclampsia  can  be  averted  by  the  timely 

r.  irruption  of  pregnancy.     If  a  patient  has  had  to  be  treated 

ijiiag  her  pregnancy  in  the  manner  just  described,  and  has 

rered  without  the  interruption  of  pregnancy,  labor  should 

idiiccd   two  weeks  ahead  of  lime  to  avoid  a  fulminant 

X,  and  in  the  interval  she  should  be  closely  watched. 

ECLAMPSIA 

tes  o€  Convulsions. — Most  frequently  due  to  toxemia. 

i  are  hysteria,  epilepsy,  brain  tumor  and  in  5  per 

|oC  cases  reflex  from  the  gastro-inlestinal  tract  (indiges- 

al  impaction  or  tapeworm).    The  name  eclampsia  has  by 

^  been  restricted  to  mean  those  convulsions  due  to  toxemia. 

!  of  Eclampsia. — The  exact  cause  is  unknown.     It  is 

0  be  due  to  toxins  of  fetal  source  contaminating  the 
lal  blood.     What  these  toxins  are  is  not  known.     They 

I  the  liver  and  kidneys  of  the  mother.     The  theories  of 

1  the  thyroid,  parathyroid,  suprarenal  bodies  and 
ij  mammary  glands  have  as  yet  no  proof  to  support 

factual  convulsions  are  said  to  be  due  to  acute 
r  direct  irritation  of  the  central  nervous 


Frequency. — Eclampsia  occurs  once  in  about  three  hundred 

■•  .;;^uancies.     It  is  most  frequent  in  primiparE  in  multiple  and 

11  illegitimate    pregnancies.     The    convulsions    begin    most 

I  ittquently  in  labor,  next  in  pregnancy  and  least  frequently 

1   ifilhcpuerperium. 

I  The  outlook  is  most  favorable  if  convulsions  appear  before 
I  ^iver)'  and  cease  after  delivery;  not  so  favorable  if  convul- 
l  sioBs  appear  before  delivery  and  persist  afterward;  and  least 
L&vorable  when  the  convulsions  do  not  appear  until  after 
Hfcliver>'.  although  some  published  statistics  seem  to  contradict  . 
^B^ktUr  :ilaCemeat.  _ 


L 
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Number  of  coavulstons  does  not  necessarily  indicati^| 
severity  of  ihe  attack.  Cases  have  been  fatal  with  onlji^H 
convulsion,  and  others  have  recovered  after  more  thao^H 
hundred  and  fifty.  ^H 

Blood-pressure  is  almost  invariably  high;  the  average  V^M 
iQO  mm.  In  two  cases  the  author  has  seen  pressures  o!  ^H 
430  and  400  respectively  (both  with  recovery).  It  is  said  ^H 
true  eclamptic  convulsions  can  occur  with  a  low  blood-pre^H 
(ijo  or  less)  but  as  5  per  cent,  of  the  cases  of  convulsions  &^H 
gastro-intestinal  origin,  they  may  be  of  this  typ)e.  ^M 

PremonitOTy  signs  are:  (i)  High  blood-pressure;  (3)  ^M 
ing  vision  n-i  I  h  muscle  voli  tan  I  es;  (3)  headache;  (4)  epiga^| 
pain  (a  very  constant  symptom);  (5)  somnolence,  or  more  <]^H 
restlessness.  ^M 

The  ectaiiq>tu:  attack  begins  with  a  stare;  there  is  tli^H 
progressive  clonic  convulsion  of  the  face,  neck,  arms,  body  birf 
rarely  legs;  consciousness  is  lost  with  eachscizurc  for  increasing 
periods,  until  finally  coma  is  unbroken;  the  temperature  rises 
(a  beginning  fall  is  often  the  first  sign  of  improvement).  The 
convulsions  last  about  thirty  to  sixty  seconds  and  look  much 
more  alarming  than  they  really  are. 

Labor  often  begins  s|>ontaneously  when  the  convulsions 
appear,  due  in  ail  probability  partly  to  the  cyanosis  (excess  of 
CO-)  accompanying  the  convulsions  and  partly  to  tlie  active 
treatment  employed.  In  the  absence  of  any  obstruction  j 
delivery,  labor  is  usually  more  rapid  than  normal. 

The  patient  may  seem  conscious  between  the  convi 
and  answer  questions,  but  she  will  have  no  recollection  oEai 
thing  that  occurs. 

Differential    diagnosis   of    eclampsia    from    hysteria  } 
epilepsy  or  apoplexy  is  easily  made.    The  chief  poinu  of 
difference  are  high  blood -pressure,  albuminuria,  absence  oi 
localized  palsies  or  convulsions,  and  the  tendency  of  the  eclamj 
tic  to  bite  her  tongue. 

If  the  urine  of  an  eclamptic   patient   is  boiled,  i 
jsually  turn  almost  or  entirely  aq^i.  ^ 


Progooas. — The  average  mortality  of  eclampsia,  for  the 

■  is  close  to  lo  per  cent.     Small  series  with  a  lower 

Jity  have  been  reported.     Great  rapidity  of  the  pulse 

Bhigh  fever  occur  in  the  worst  cases  only.     Prognosis  should 

pj^s    be    guarded,    as    apparently    favorable    cases    often 

In  favorable  cases  the   kidneys  usually  clear  up 

The  quantity  of  urine  first  increases,  often  to  one 

1  ounces  or  more  in  twenty-four  hours;  then  the  casts, 

IJ-.  disappear;  then  the  albumen;  and  the  last  step  is  the 

I  of  blood -pressure  to  normal.     The  mortality  to  the 

s  about  50  per  cent. 

■Causes  of  Death. — (i)  Edema  of  lungs  or  brain;  (2)  apo- 

1(3)  uremia;  (4)  acute  yellow  atrophyof  liver;  (5)  heart- 

htfaological  Findings. — Nephritis  with  degeneration  of 
Qielium;  liver  degeneration  varying  from  minute  capillary 
mbi  to  extensive  fatty  degeneration;  emboli  of  liver-cells  in 
important  organs;  emboli  of  giant  polynuclear  cells  from  the 
aital  villi  to  the  lungs, 
Treatment — Preventive  treatment  is  that  described  under 
I  the  treatment  of  albuminuria. 

Active  Treatment— Every   case  of  eclampsia   should   be 

I  treated  as  a  severe  one,  and  no  precautions  should  be  omitted 

b  deference  to  the  apparently  mild  case.     It  is  not  uncommon 

JT  convulsions  to  cease,  after  a  short  while,  and  then  to  recur 

li  unusual  Molence  after  the  lapse  of  a  few  hours, 

I  Atiestkesia. — The  only  anesthetics  available  are  ether  and 

loroform.     Their  only  value  is  in  the  prevention  of  ct>nvul- 

!,  as  during  a  convulsion  the  patient  does  not  breathe  and 

Boot   inhale   them;    or   in   operative   measures   to   secure 

ISvery — although  here  the  patient  is  frequently  so  comatose 

lat  DO  anesthesia  is  necessary.     Chloroform  may,  by  pro- 

loi^d  administration,  produce  the  same  liver  degeneration 

ss  eclampsia;  ether  is  a  usually  severe  irritant  to  the  kidneys, 

^Vbcn  required,  however,  ether  is  the  safer. 

Rtductien  oj  bhod-pressure  may  be  secured  by.  (i)  Hypoder- 
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mic  injection  o£  ig  minims  of  fluidextract  of  veratrum  y 
and  repetitionof  adoseof  fiveminiraseveryhoumntilthe; 
softens;  (3)  nitroglycerin  gr.  }-so  hypodermically  and  r 
in  an  hour — o!  very  questionable  value;  {3)  inhalatioi 
amyl  nitrite — also  doubtful;  (4)  rupture  of  the  membt 
producing  an  average  fall  of  go  mm.  but  not  to  be  done 
to  the  eighth  month,  unless  it  is  desired  to  induce  laboi 
venesection — ^removing  16  to  ao  ounces — probably  the  1 
valuable  of  all.  Purgation  and  sweating  also  tend  to  r 
blood-pressure,  but  this  action  is  merely  incidental  to 
chief  one  of  ehmination.  Reduction  of  blood-pressure 
amelioration  of  the  other  symptoms  is  a  favorable  sign;  n 
tion  of  blood-pressure  with  aggravation  of  the  other  symp 
is  a  sign  of  impending  death. 

Hypodermoclysis. — A  pint  of  sterile  water  {not  salt  solu 
on  account  of  the  deleterious  action  of  salt  on  the  kidi 
may  be  injected  under  the  breast  every  eight  hours.  It 
greatly  in  the  establishment  of  free  sweating,  but  the  & 
dose  should  not  be  given  unless  in  the  interval  free  swej 
and  purging  has  begun,  or  there  is  danger  of  edema  0 
lungs.  Administration  of  the  fluid  intravenously  is  not 
visable,  nor  administration  by  high  enema. 

Pur  gallon. -—This  is  best  done  by  washing  out  the  s 
and  introducing  through  the  tube  two  ounces  of  casts 
and  four  drops  of  croton  oil.     This  mixture  should  be  wai 
so  that  it  will  run  freely  through  the  tube. 

Croton  oil  four  drops  in  a  teaspoonful  of  sweet  oil,  1 
on  the  back  of  the  tongue,  is  liable  to  be  vomited  promj 
The  oil  given  through  the  stomach  lube  is  rarely  vomited. 

If  the  patient  can  swallow,  two  drams  of  ( oncenlrated  magne- 
sium sulphate  solution  may  be  given  ever>'  fifteen  minutes, 
until  the  bowels  begin  to  move.  Huge  doses  are  usually 
requu-ed,  eight  or  ten  ounces  being  not  unusual, 

Elaterium  gr.   ^,   repeated  every  hour  until  the  I 
move,  may  be  substituted,  but  does  not  act  as  well. 
Sweating  is  best  done  by  the  ■va'poi  Xia.'Ot^.  ^^lAassv  5 
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as  described  in  the  treatment  of  albuminuria.  The  bath  is 
gjiven  for  thirty  minutes  in  every  four  hours  (four  hours  from 
i  the  beginning  of  one  bath  to  the  beginning  of  the  next).  An 
r  ke-cap  is  placed  upon  the  patient's  head,  and  if  she  is  able  to 
t  swallow,  a  glass  or  two  of  water  during  the  bath  aids  materially 
[   in  starting  the  sweating. 

A  hd  pack  is  not  nearly  so  efficient  as  the  vapor  bath.  If 
used,  the  interval  is  the  same.  Sweatmg  by  drugs,  such  as 
pilocarpin,  b  to  be  condemned. 

Venesection  is  one  of  the  most  valuable  methods  of  treat- 
ment. It  should  be  reserved  for  those  cases  whose  blood- 
pressure  is  over  150.  The  extreme  restlessness,  and  cerebral 
edema,  yield  more  quickly  to  venesection  than  any  single 
method  of  treatment,  and  it  is  not  uncommon  for  the  convul- 
sions to  cease,  or  be  markedly  diminished  in  frequency,  im- 
mediately after  the  bleeding.  Sixteen  to  twenty  ounces 
should  be  taken,  and  repetition  of  the  bleeding  is  indicated 
bv'  subsequent  rise  in  blood-pressure.  Supplementary  bleed- 
ing should  not  exceed  eight  ounces. 

Inditciion  of  labor,  is  ordinarily  not  required,  other  than 
rupture  of  the  membranes,  if  the  patient  is  past  the  eighth 
month.  The  violence  of  the  purging  and  sweating  are  usually 
enough  to  start  labor  spontaneously.  Should  anything  more 
than  rupture  of  the  membranes  be  desired,  bougies  or  a 
boiled  rectal  tube  should  be  passed  through  the  cervix,  and 
no  prolonged  or  violent  operative  procedures  be  attempted. 
Oaflme  of  Routine  Treatment. — ^The  following  routine 
treatment  for  the  average  case  will  be  found  useful,  and  will 
not  often  need  variation: 

(i)  Prevent  the  patient  from  biting  her  tongue  by  a  suitable 
gag— a  handkerchief  or  towel  passed  between  the  teeth  like 
a  bit  and  bridle  is  the  best. 

(2)  Restrain  during  the  convulsions. 

(3)  Avert  convulsion  if  possible,  by  a  few  breaths  of  ether, 
^hen  the  convulsion  is  seen  to  be  imminent. 

(4)  Wash  out  the  stomach,  and  through  the  stomach-tube 


lOur,  wanned,  two  ounces  of  caslor  oil  and  four  drops  oEa 
lil,  or  give  two  drams  of  sal  urated  solution  of  magnesium  ^ 
phate  every  fifteen  minutes  until  bowels  move. 

(5)  Reduce  blood-pressure  by  rupture  of  membrani-s,  if  pi 
eighth  month,  or  venesection  (16  to  ;o  ounces)  if  preaswtl 
over  150  mm. 

(6)  Sweat  for  thirty  minutes  in  each  four  hours,  in  a 
cabinet  or  hot  pack. 

(7)  Give  one  pint  of  sterile  water  under  breast.    Do  a 
repeat  unless  patient  sweats  freely. 


I 


(8)  Ordinarily  let  the  labor  alone  and  do  not  attempt  rapidl 
delivery. 

Treatment  Other  Than  Routine,  (i)  Morpkin. 
known  as  the  Veil  or  Stroganov  treatment,  has  an  clement  0 
danger.  It  is  well  borne  in  parenchymatous  nephritis 
very  badly  borne  in  interstitial  nephritis.  As  10  per  cent  0 
eclamptics  show  interstitial  nephritis,  the  risk  is  too  great  lo  hi 
disregarded.  If  it  is  used,  morphin  is  given  h>-podermicallj 
without  atropin,  in  doses  o!  >2  ^lam,  Tc\K:a.Ve.i  cNtT'^  t«s\ir  U 
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'--  or  three  doses.     Veil  has  given  ihree  grains  in  six  hours, 

'   four  and   one-haif  grains  in   Iweoly-four   hours.    The 

rpbtn  also  hinders  free  elimination.     It  should  be  reserved 

I  I  diose  cases  whose  convulsions  are  extremely  violent  and  not 

LjniroUed  by  venesection,  or  the  cases  of  extreme  restlessness 

i:"l  mania. 

Pihrarpin.— This,  known  as  the  Edinboro  treatment,  is  to 
' '   amdemned    except    under   special    indications.     Its   use 
■r;inKiy  predisposes  to  edema  of  the  lungs,  and  it  has   the 
■  ;i;hest  mortality  of  any  treatment  for  eclampsia. 
Ir  may  be  used,  In  a  single  dose  of  J-e  grain  hypodermicaljy, 

»:n  i.hose  patients,  who  do  not  respond  to  other  treatment,  in  Ihe 
^>e  that  sweating  may  thus  be  started. 
I  CUorai  thirty  to  sixt}' grains  are  given  ai  a  dose,  and  as  much 
pi  three  drams  in  twenty-four  hours.  It  is  given  in  mucilage 
rf  acacia— three  ounces — by  enema.  It  has  a  record  of  3.5 
per  cent,  mortality  in  114  cases,  a  record  that  entitles  it  to 
»erioiis  consideration. 

Thyroid  and  parathyroid  extract,  the  use  of  which  b  based 
npon  animal  experimentation,  have  not  given  much,  if  any 
SMtess,  and  are  not  worth  while. 

Uifudin  has  been  recommended,  intravenously,  to  prevent 
if  possible  the  capillary  ihromboses  of  the  liver  and  kidneys. 
It  is  of  doubtful  value,  and  has  the  serious  objection  of  pre- 
•Csposing  to  poslparlum  hemorrhage,  from  the  reduced  coagu- 
hbijityof  the  blood. 

Olter  mrlhods  recommended  are:  (i)  Lumbar  puncture; 
W  decapsulation  of  kidneys;  (3)  pumping  or  even  amputation 
*f  Uie  breasts — based  upon  the  erroneous  theory  of  a  mammary 
ause  for  the  convulsions.  All  these  melhods  are  more  or 
l<s[aD(astic,and  have  not  received  more  than  passing  notice. 
forciblf  dflivfry  (accouchement  forc^)  has  an  increasing 
■Honber  of  advocates.  The  safer  plan  to  adopt  is  a  middle 
f^Hiree  belween  I  he  enthusiasts  who  always  do  it  and  the  ultra- 
twiserva lives  who  never  do  it.  As  in  most  cases  the  convul- 
'i'SmixaseorareaL  least  greaUy  redMceA  in  aumb«,ix.'WQ>M 
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seem  the  part  of  wisdom  to  empty  the  uterus  without  ddafM  1 
The  objection  is  surgical  shock.  These  patients  are  P«Kj 
surgical  risks,  and  do  not  stand  operation  as  well  as  nonnfl^H 
patients.  They  will,  however,  show  much  less  shock  if  opcp^f 
ated  upon  after  twelve  or  twenty-four  hours  of  eliminaiH^^I 
than  if  forcibly  delivered  at  once.  Large  statistics  ha^-ebd^H 
collected  to  show  the  more  favorable  results  of  Inunedial^H 
forcible  delivery,  and  equally  large  ones  to  show  the  beiia^H 
leaults  of  conservative  over  operative  treatment.  Tn^H 
question  is  still  an  open  one,  with  the  trend  of  opinion  toiru^H 
rapid  delivery,  each  case,  however,  being  judged  upon  itsoK^H 
merits  and  indiscriminate  operation  avoided,  1^ 

Methods. — If  ihe.  patient  is  in  labor,  the  cervix  well  dilatt^B 
and  the  head  engaged,  delivery  by  forceps  is  indicated.  ThcH 
main  problem  is  found  in  the  paiients  not  in  labor,  withou^^ 
eflaccment  of  the  cervix.  Here  hydrostatic  or  instnimenUlH 
dilatation  of  the  cervLx  with  delivery  by  forceps  or  veraoilW 
give  (he  least  risk,  provided  sufficient  lime  is  taken  for  dfrW 
livery.  Vaginal  cesarean  section  (anterior  vaginal  hysterot^ 
omy)  offers  a  rapid  method,  but  one  with  considerable  dai]g(^| 
of  tearing  the  bladder,  if  it  is  employed  after  seven  and  a  h>lH 
months.  H 

Abdominal  cesarean  section  is  indicated  in  any  case  wbei^| 
there  exists  any  obstacle  to  easy  delivery,  or  where  the  paiienl'sB 
condition  is  such  that  very  rapid  delivery  is  essential  with  iM 
minimum  of  shock.  I 

Stimulation.^Maay  eclamptics  with  normal  deliver\'  andl 
Very  many  with  forcible  delivery  require  stimulation.  Al 
-satisfactory  routine  method  is;  (i)  Digalen  lo  drops  ofl 
digipuratum  i  ampule  hypodermically  every  three  hourtj  I 
:l2)  strychnia  sulph.  gr.  ^o  h>-podermically  every  three  hour*! 
."ternating  with  digitahs;  {3}  camphorated' oil  h\podermically  I 
,»o  minims  and  repeal  every  two  hours  if  needed;  {4)  clevatel 
■»ot  of  bed  ,3  inches;  (4)  external  heat  by  hot-water  bagsotl 
*y  electric  cabinet.  ^    J 


CHAPTER  X 

THE  PREMATURE  TERMINATION  OF  PREGNANCY 
(ABORTION.       MISCARRIAGE.       PREMATURE 
LABOR).  EXTRA-UTERINE  PREGNANCY 

When  the  expulsion  of  the  ovum  occurs  prior  to  the  fourth 

month,  it  is  called  abortion;  from  the  fourth  to  the  seventh 

'■  month,  miscarriage;  and  from  the  seventh  month  to  term, 

frtmaiure  labor. 

ABORTION 

Frequency. — ^The  frequency  of  abortion  is  about  20  per  cent, 
or  one  to  every  four  or  five  completed  pregnancies.  The  most 
\  common  period  is  between  the  second  and  third  months. 

Causes. — The  cause  of  an  isolated  case  of  abortion  is  often 
difficult  to  determine,  but  it  is  usually  due  to  overexertion  or 
some  physical  shock.  The  commonest  causes  of  repeated 
abortions  are:  (i)  Syphilis,  responsible  for  about  85  per  cent.; 
(2)  backward  displacement  of  the  uterus;  (3)  pelvic  inflamma- 
tion—most commonly  endometritis;  (4)  irritable  uterus — one 
extraordinarily  sensitive  to  external  shock;  (5)  chorea.  Many 
other  causes  could  be  cited  responsible  for  isolated  cases,  but 
the  vast  majority  are  accounted  for  by  the  above.  Some 
women,  on  the  other  hand,  present  the  greatest  resistance  to 
shocks  or  causes  ample  to  produce  abortion;  even  the  roughest 
treatment  or  severe  accidents  fail  to  disturb  their  pregnancy. 

Classification. — Abortion  may  be  threatened  or  inevitable; 
the  inevitable  may  be  complete  or  incomplete. 

Symptoms  of  Threatened  Abortion. — Cramp-like  pains  in 
the  lower  abdomen  and  hemorrhage.  The  hemorrhage  is 
usually  in  the  form  of  clots  and  is  rarely  excessive.  On 
^mination,  the  patient  presents  the  confirmatory  signs  of 
pregnancy  and  blood  is  issuing  from  the  cervix.    The  expulsion 
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r  it  may  be  delayed  for  in 


of  the  ovum  may  be  Immediate 
days  or  even  weeks. 

Diagnosis  of  threatened  abortion  is  made  upon  the 
■^ynipioms.     They  may  be  closely  simulated  by  eSorts  d 
uterus  to  expel  a  fibroid  polyp. 

Treatment  of  threatened  abortion  is  absolute  rest  in 
no  local  treatment  such  as  douches;  avoidance  of  active 
tharlics;  opium  suppositories,  gr.  i,  twice  daily  and 
spoonful  of  the  fluidextract  of  viburnum  prunifoliumlhreei 
ft  day.     If  this  latter  is  nauseal 
gr.  V  of    the  solid  extract  o( 
bumum  prunifolium  may  be 
stituted,  in  addition  to  the  opit 
in     the     suppositories.      If 
symptoms    subside,    the    pati 
should  be  kept  in  bed  for  a 
after  all  bleeding  has   ceased, 
guard  against   recurren 
actual    abortion    docs    m 
place,  the  threatening  sympti 
will  usually  begin  to  subside  wii 
forty-eight  hours  of  the  begini 
Fir..  SB.— TarmtT\  .siun  of  i  -     "^^  treatment. 

Lvitabie  abortion.  Dlagnosis  of  Inevitable  Abof- 

tion. — Continued  pain,  coniinueil 
hemorrhage,  dilatation  of  the  cervix  and  the  presentation  of 
portions  of  the  ovum  mean  usually  inevitable  abortion. 

iornw'.!  sign  is  due  to  the  dilatation  of  the  cervix.  As  the 
cenjix  dilates  from  above  downward,  the  cervico-uterin. 
level  hTIk"^  ""^  "'"'""  ^""^y  ''"'ees  shaqjly  outward  at  the 
ap^aren  '"'7:'  °''  '^'^"^'^  ^  ™°^^  ^^"^^  -"■--■  This  is 
OS  X„  Y"'^  '""''^  ''  ^"^  ^"^^^""™  "f  ^he  external 
°«t  much  H^H.  /'u°"  I",  "^^  '"  ^^  mevitable,  and  the  <«  is 

l«au«.     When  ,r^     '  ''^r^  ^'Shtly  with  sterile  or  iodoform 
*»nen  ihe  gauze  la  ttmwei  v^^V,^  ^^«^iK.  Vx^x,^ 
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often  be  found  adhering  to  the  upper  layers  of  ihe 
presenting  through  the  cervis.  whence  it  can  be 
lOved  by  placental  forceps.     If  it  is  not  discharged, 
itment  may  be  expectant  or  active, 
pectant  Treatment — The  patient  is  given  fluidextract 
got,  thirty  drops,  three  times  daily,  but  this  is  liable  to 
retention  instead  of  expulsion  of  the  ovum,  by  con- 
ihe  cervix  as  well.    Pituitrin  }■£  ampule  hypodermic- 
I   repeated    in   two 
needed   is   better. 
Mil  odor  to  the  dis- 
appears    or     free 
[  begins,   the   wail- 
1  must  be  abandoned 
e   uterus  evacuated, 
rule    the    expectant 
nt  is  not  to  be  ree- 
ded.    In  only  13  per 
the  expulsion  of  Ihe 
complete,    and     the 
I7  per  cent,   will   in 
Sd  require  the  instru- 
a!    evacuation    of    the 

IS, 

eTreatment — When 
B  sufficiently  dilated, 

D  can  be  evacuated  by  the  finger  (possible  only  when  the 
k  in  the  cervix  or  lower  uterine  segment)  or  by  Emmet 
mt  forceps.  If  the  bleeding  is  profuse  and  the  os  not 
ttly  dilated,  it  may  be  controlled  by  packing,  or  the 
I  canal  may  be  instrumenlally  dilated  and  the  ovum 
The  curet  is  rarely  needed,  and  if  used  should  be 
Extreme  gentleness  is  needed  to  avoid  perforation 
tterus.  In  nullipara;,  an  anesthetic  is  usually  required; 
i  dilatation  and  evacuation  may  usually  be  done  in 
c  without  anesthesia.     In  either  case,  it  is  m\ic\niaa\si 
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with  the  patient  on  a  table  than  across  the  bed.  If  the  p| 
has  lost  a  great  deal  of  blood,  it  is  wiser  to  pack  the  ulera 
vagina  for  twelve  or  twenly-four  hours,  and  In  aL' 


patient  should  be  given  one  dram  of  flnidextract  of  e 
mouth  or  one  ampule  of  aseptic  ergot  h>'podermicaIly,  j 
the  operation  is  completed.    The  m^tm^  ■i'o.ti^Ad  he  i 
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r  the  evacuation  and  again  afler  the  packing  I 


:  been 


ter-treatment.— The  patient  is  kept  in  bed  for  ten  days. 
It  and  the  bowels  should  be  kept  well  opened.  No 
iing  is  necessary  unless  the  patient  is  infected,  when  she 
ated  as  any  ordinary  case  of  puerperal  infection. 
:  infection  is  of  two  types — the  spontaneous  abortion 
lue  lo  sapremia:  the  criminal  abortion  either  sapremic  or 
»»ore  likely  streptococcic  and  hence  much  more  serious.  The 
^mp!e  evacuation  of  the  uterus  and  one  or  two  inlra-uterine 
rfouchei  will  cure  the  former,  the  latter  is  always  serious  and 
swme times  fatal. 

Diagnosis  of  Complete  or  Incomiflete  Abortion. — If  the  mass 
exptlled  from  the  uterus  has  been  saved  for  the  physician's 
inspection,  it  should  be  floated  out  in  water  and  examined  to 
tleterminc  how  much  of  the  chorion  if  any,  is  missing.  This  is 
o'ten  impossible.  In  these  cases  the  diagnosis  must  rest  upon 
ihi;  degree  of  dilatation  of  the  interna!  os.  If  this  is  closed  we 
"lay  assume  that  abortion  is  complete  or  only  threatened  and 
"1  either  case  the  patient  can  be  treated  expectantly.  If  the  oa 
'■  open,  and  the  uterine  cavity  can  be  easily  palpated,  abortion 
■*  incomplete  and  the  evacuation  of  the  uterus  is  indicated. 
In  doubtful  cases,  the  appearance  of  lactation  may  be  of 
"alue  in  clearing  up  the  diagnosis. 

While  the  bleeding  of  a  threatened  abortion  is  not  dangerous, 
the  bleeding  from  an  incomplete  abortion  may  be  very  serious 
and  even  fatal.  These  cases  of  incomplete  abortion  should 
liave  the  uterus  and  vagina  packed  after  the  evacuation,  if  the 
bleeding  has  been  severe,  as  a  precautionary  measure. 

Hissed  Abortion. — Rarely  an  abortion  is  threatened,  the 

'  :■;?  dies,  the  symptoms  subside  and  the  ovum  is  retained  in 

uterus  for  a  varying  period,  even  years.     No  treatment  is 

litated  unless  the  symptoms  of  abortion  recur  or  the  patient 

liiows  signs  of  infection,  when  the  uterus  must  be  emptied. 

As  in  the  minds  d/ many  patients  the  word  aboruou  is  sj'aows- 

JBous  mth  crimiaal  abortion,  they  will  of  lea  cesenl  \iia  Mat  qV 
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the  word.    In  all  cases  it  is  better  to  speak  of  tlie  condit! 
miscarriage,  as  that  is  the  term  with  which  they  arc  fat 

MISCARRIAGE 
Miscarriage  differs  from  abortion  in  the  time  of  occa 
(fourth  to  seventh  month) ;  the  product  of  conception  is 
thrown  off  entire,  but  usually  the  membranes  rupluit 
fetus  is  born  and  the  placenta  is  Ukely  to  be  rcUined. 
pain  is  greater  and  more  like  true  labor  pain  and  the  bk 
less.    The  classification,  the  symptoms  and  the  IreaiiW 
threatened  miscarriage  are  the  same  as  abortion.     For 
ing  the  tightly  adherent  placenta  from  the  uterus,  the 
often  better  than  curet  or  placental  forceps.     Decagonal 
ovum  is  cast  off  entire,  without  rupture  of  the  membrai 

PREMATURE  LABOR 

Premature  labor  is  caused  by  many  of  the  cai 
abortion  and  is  the  rule  in  multiple  pregnancies.  It  difli 
no  way  from  labor  at  term  except  that  it  is  shorter  and  ( 
and  that  there  is  greater  likeUhood  of  adherent  placenta. 
managed  as  labor  at  term. 


This  means  the  arrest  and  development  of  the  fert 
ovum  at  some  point  other  than  the  uterine  cavity,  most' 
in  the  outer  third  of  the  fallopian  tube.  The  ovum  may' 
anywhere  from  the  peritoneal  cavity  to  the  interstitial  pi 
of  the  fallopian  tube,  in  the  uterine  comu. 

Classifications.— The  kinds  of  extra-uterine  pregnano 
the  (a)  tubal;  (b)  ovarian  and  (r)  abdominal  which  m^ 
primary  or  secondary;  and  combinations,  such  as  the  ) 
uterine  or  interstitial  or  cornual  pregnancy;  tubo-ovariaa( 
nancy,  etc. 

Catise. — The  cause  of  exlia-Mterin*  pTe^ancy  is  an] 
wbicb  prevents  the  normal  piogiess  oV  Wt  ot 


tcy  IS  an; 

li 


IRP 


m 


etotbe  uterine  cavity;  usually  adhesions  in  or  around  the  \ 
e  or  the  loss  of  the  cilia  of  the  tubal  mucous  membrane, 
!  to  a   preexisteat  salpingitis.    Often  no  cause  can  be  ^ 
^onstraled. 

tquency  is  said  to  be  one  in  500  cases,  and  most  often 

weeD  twenty  and  thirty  years.     Tubal  pregnancy  is  by  far 

I  commonest.    Ovarian    pregnancy    is  exceedingly    rare, 

lary  abdominal  pregnancy  is  also  very  rare  but  secondary 

bdominal  pregnancy,  where  the  embryo  was  originally  in  lie    ' 

.  but  escaped  into  the  abdominal  cavity  and  there  con- 


l  FlC.  01  — The  possible  sites  of  e 
Wrstitial;  i.  tubal  in  the  isthmus: 
d  priniary  abdominal  pregnancy 


nancy:  i.  Comual  or 
;  ampullar.  Ovariaa 
are.     (Gitliam.) 


EtiDued  its  development  for  some  time,  has  often  occurred.  In 
ti  a  case  the  child  niay  die  at  the  time  of  its  extrusion  into 
f  the  abdominal  cavity,  and  be  retained  as  a  Hthopedion  for  an 
indefinite  time  (56  years  in  one  case) ;  or  it  may  partially  absorb 
and  the  bones  ulcerate  through  into  the  bowel  or  bladder;  or 
it  may  continue  its  development  untO  term,  or  past  it,  and  be 
delivered  alive  by  abdominal  section, 

Derelopmeat — In  the  tube  the  ovum  behavesmuch  as  it 
docs  in  the  uterus,  I(  burrows  into  the  mucosa;  t\vv%\^\Tw^- 
fecliy  iiansfymied  into  decidna  and  the  dioiVon  aftd  as^<:av 
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develop  as  in  normal  pregnancy.     Decidua  is  aiw  U 
the  uterine  cavity,  not  as  thick  as  in  norreial  pregnane}', 
decidua  after  the  death  or  removal  of  the  embryo  is  aS 
but  sometimes  must  be  removed   by  curetment,  >s  il 
become  necrotic  and  cause  sapremia,  or  may  be  a 
Iileeding. 

Terminadons. — Most  commonly  tubal  aboriimi,  or 
of  the  ovum  through  the  dilated  fimbriated  extremity  ol 
tube,  with  more  or  less  severe  hemorrhage,  at  about  the 
to  tenth  wee!;  of  pregnancy.  Nest  in  frequency,  erosim  d' 
tubal  wall  {the  so-called  rupture)  with  severe  internal 
rhage;  erosion  of  the  tube  with  hemorrhage  into  the  !»>■«' 
the  broad  ligament:  the  conversion  of  the  feiusinio  a  lit 
dion  or  calcification  of  the  fetus;  rarely  death  of  the  embiyoi 
complete  resolution.  A  lubo-ulerine  or  interstitial  pi 
may  make  its  way  into  the  uterine  cavity  and  progress  not 
to  term  and  very  rarely  a  tubal  ]>regnancv  mav  develop  to 
Tubal  pregnancy  not  infrequently  occurs  twice  in  the 
individual.  Rarely  combined  extra-uterine  and  intra-ut( 
pregnancy  have  been  found. 

Clinical  History  and  Symptoms.— The  patient  has  usi 
had  children  before,  but  the  last  some  years  previously. 
misses  one  or  two  periods,  which  then  return  as  irregular  bli 
ing.  At  the  same  time  occurs  violent  stabbing  pain  in 
lower  abdomen,  severe  enough  to  make  her  faint,  and  when 
recovers  consciousness,  she  is  nauseated.  The  pain  recurs 
paroxysms,  increasing  in  frequency  and  severity 
interval  between  them  is  free  from  pain.  Finally  after  one 
these  attacks  of  |)ain,  the  symptoms  of  internal  hemorri 
appear.  Frequently,  however,  this  entire  history 
negative,  and  the  firat  symptom  is  a  violent  attack  of  pain  wil 
the  signs  of  internal  hemorrhage.  There  is  often  a  dischai 
of  decidua,  from  the  uterus,  described  by  Uie  imlienl  as 
piece  of  flesh,  different  from  a  blood-clot;"  but  no 
charged,  except  in  the  rare  instances  when  there  is  a  combim 
tatra-  and  extra-ulerine  presnancv.    T\\>iT«;\=,  a.  i\\i^x  *«:>«.- 
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of  temperature,  averaging  99.5°  F.  and  a  leukocytosis  of 
to  14,00a.    On  vaginal  examination,  the  patient  presents 


rmatory  signs  of  pregnancy,  the  uterus  not  so  large  as  one 
BOuld  expect  to  find  it,  and  behind  it  a  pelvic  mass,  extremely 
to  the  touch.  The  average  time  of  rupture  or  tubal 
ion  is  from  the  sixth  to  tenth  week. 
IKagnosis  and  Differential  Diagnosis. — The  diagnosis 
tween  the  different  varieties  of  extra-uterine  pregnancy  is 
e  by  operation  as  the  clinical  history  and  symptoms  of  the 
bdbal,  ovarian  and  abdominal  varieties,  are.  practically  identical, 
differential  diagnosis  from  conditions  closely  resembling 
may  be  of  extreme  difficulty.  Two  conditions  that  are  prac- 
y  indistinguishable  from  it  are:  (i)  hemorrhage  from  a 
imptured  varicose  vein  in  the  broad  ligament  and  (2)  severe 
^bemorrhage  from  the  wall  of  a  ruptured  graafian  follicle.  Others 
In  which  a  mistake  is  excusable  are:  (3)  Acute  salpingitis 
"^th  or  without  coincident  intra-uterine  pregnancy;  (4)  ovarian 
^-Cyst  twisted  on  its  pedicle;  (5)  appendicitis  with  or  without 
comcident  intra-uterine  pregnancy. 

In  salpingitis  there  should  be  a  leukorrheal  discharge;  higher 
fever;  higher  leukocyte  count;  no  decidua  passed;  less  sensi- 
tive mass;  occasionally  bilateral.  The  twisted  ovarian  cyst 
would  be  spherical  in  shape;  lower  temperature  (shock);  lower 
leukocj'-te  count,  no  decidua.  In  appendicitis  the  point  of 
•tenderness  would  be  over  McBurney's  point;  higher  fever, 
higher  leukocyte  count,  no  decidua;  absence  of  a  pelvic  mass. 
The  difference  is  not  so  clear  in  practice.  Acetoniiria,  said 
to  be  pathognomonic  of  internal  hemorrhage,  has  been  proved 
of  no  value  as  a  diagnostic  aid,  being  frequently  found  in 
pyosalpinx.  In  all  cases  in  which  a  diagnosis  of  extra- uterine 
pregnancy  is  justifiable,  the  diagnosis  should  be  made  and 
acted  upon.  All  the  above  require  abdominal  operation,  and 
the  only  mistake  is  that  of  a  possibly  unnecessary  hurried 
operation.  A  common  but  unjustifiable  error  in  diagnosis  is  to 
mistake  extra-uterine  pregnancy  for  an  incomplete  operation. 
h  cases  of  abdominal  pregnancy^  past  the  s\xX.\v  moivVV  <A 


I 
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development,  the  a:- ray  will  of  ten  afford  a  meansof  diiiiiiiM  '^ 
tiie  diagnosis  between  extra-uterine  pregnane^'  anj  cdd  ~ 
abdominal  tumors.  ■ 

Treatment  is  abdominal  section  as  soon  as  the  dia|na^ift~  - 
made.  The  vaginal  route  is  not  advisable.  After  as  ODtt^A^p* 
a  preparation  as  possible  under  the  circumstances,  the  ahdoa^f^ 
is  opened  in  the  middle  line,  under  general  or  local  anellwBW 
When  the  peritoneum  is  reached,  its  color  is  dark  slate,  UlH^ 
tube  is  ruptured,  from  the  clotted  blood  underneath.  VIl^PH 
the  peritoneum  is  opened,  the  blood  gushes  forth  in  kl^t4 
quantity.  No  attention  should  be  paid  to  it.  The  sSc<«B9 
tube  and  ovary  should  be  brought  up  into  the  wound,  Ugffl^Pi 
and  removed.  The  blood-clots  are  removed  from  the  abdoD^H 
best  by  irrigation  with  sterile  water  or  salt  solution.  ^''Sl 
abdomen  is  closed  without  drainage.  Rapidity  of  openti(fl|| 
is  essential.  The  need  for  rapidity  is  over,  however,  as  sooh 
as  the  blood  supply  of  the  affected  tube  has  been  corirollcii  I' 
Any  intravenous  stimulation  or  transfusion  can  be  done  cm  ibt  I 
table,  during  the  operation.  The  expectant  plan  of  treainifnl,  I 
of  waiting  until  the  patient  has  recovered  from  shock  before  w- 
operation,  is  not  to  be  recommended.  Occasionally  ihcst  ■ 
patients  will  not  rally  from  shock  but  will  bleed  to  death,  and  ■ 
nothing  is  gained  by  delaying  operation.  I 

When  the  pregnancy  has  progressed,  as  it  occasionally  does,  I 
to  the  latter  months,  the  danger  of  rupture  is  small  and  ihtl 
operator  is  justified  in  waiting  till  the  child  is  viable.    If  ll»« 
child  is  alive,  in  these  cases,  often  extreme  difficulty  will  btB 
found   in  controlling  the  bleeding  from   the  placental  ate.l 
*nd  packing  will  usually  be  required-     In  cases  where  tbe 
child  is  dead  and  has  been  long  retained,  the  placenta,  blood- 
clots  and  decidua  are  very  pulrcscible,  and  drainage  is  uni- 
formly required.     When  the  tube  has  ruptured  Into  the  layers 
of  the  broad  ligament,  and  the  patient  has  recovered  from  the 
unmediate  shock,  the  resulting  hematoma  is  best  evacuated  by 


^cision  through  the  vaginal  vault.     Active  stimulation  is  ihe 
lie  jii  siJ  5a^  cases.     Salt  soVut.\on  mVta.v«Qn\^-j  V^^^^^sSfa 
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cr  more)  is  required.  The  common  mistake  is  in  giving  too 
little.  Intravenous  transfusion  of  blood  (500  to  750  mils); 
digalen  Tllx  or  digipuratum  (i)  ampule  every  three  hours 
kypodermically;  strychnin  sulph.,  gr.  J^^o  every  three  hours 
kypodermically;  oxygen  for  a  few  hours  if  very  desperate; 
lod  external  heat  with  bandaged  extremities. 

Rrognosis. — Without  operation  66  per  cent,  succumb  to 
mtemal  hemorrhage.  Of  the  remaining  34  per  cent,  a  large 
proportion  are  invalids  or  ultimately  lose  their  lives  from  com- 
plications directly  a  result  of  the  extra-uterine  pregnancy, 
(suppurating  pelvic  hematoma,  etc.).  With  abdominal  sec- 
tion, the  mortality  Should  be  very  small  (i  per  cent,  or  less), 
if  seen  in  time,  and  few,  if  any,  cases  are  too  desperate  for  opera- 
tion. A  few  cases  will  first  rally  and  then  die  of  acute  anemia, 
in  spite  of  stimulation. 

Pregnancy  in  one  horn  of  an  uterus  unicornis  or  bicornis 
sometimes  occurs.  It  cannot  usually  be  diagnosed  from 
tubal  pregnancy  and  its  complications  and  treatment  are  the 
same.  It  will  probably  rupture  at  the  cornu  of  the  uterus,  but 
later  in  pregnancy  than  the  tubal  variety.  The  ovum  may  be 
expelled  through  the  cervix,  as  in  ordinary  abortion. 

A  true  comual  pregnancy  may  either  rupture  at  the  third  or 
fourth  month,  or  more  likely  spontaneously  move  into  the 
uterine  cavity  and  continue  to  term. 

It  is  not  wise  to  remove  both  fallopian  tubes,  unless  both  are 
^iiseased.  While  repeated  ectopic  is  a  risk,  if  the  other  tube 
^  left,  many  more  patients  will  become  normally  pregnant 
and  be  delivered  at  term* 


CHAPTER  XI 
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iflA  be  visible  on  the  abdomen;  in  bad  cases  the  upper,  con- 

4|bted  portion  of  the  uterus  can  be  distinctly  felt  above  the 
Wraction  ring;  and  a  careful  pelvic  examination  will  usually 
Hftal  the  cause  of  the  obstruction.  A  mistaken  diagnosis 
41  usually  mean  the  patient's  death  from  a  ruptured  uterus. 
Ltment  of  inertia  depends  upon  the  cause,  and  no  single 
of  treatment  will  answer  in  all  cases.  If  due  to  fatigue,  a 
lermic  injection  of  )^  gr.  of  morphin  will  usually  give  the 
[ed  rest.  Morphin,  or  morphin  and  scopolamin,  is  safe  for 
child  only  in  the  first  stage  of  labor.  More  often,  however, 
uterus    requires    stimulation,    the   methods   being:    (i) 

leading  the  uterus  with   the  hand;   (2)  bougies  or  bags; 
1)  the  application  of  forceps;  (4)  stimulation  by  drugs. 

Kneading  the  uterus  with  the  hand  is  of  little  use,  being 
atiguing  to  the  doctor  and  patient  and  of  no  value  except 
ost  at  the  very  last  of  the  second  stage. 

The  insertion  of  two  bougies  or  a  boiled  rectal  tube  into  the 
xrvix  and  lower  uterine  segment  is  often  difficult,  on  account 
i  the  position  and  engagement  of  the  presenting  part.  If 
uccessful,  the  value  depends  up>on  the  bougies  acting  as  a 
Jreign  body  and  thus  exciting  the  uterus  to  contraction. 

The  application  of  forceps  requires  dilatation  of  the  cervix 
?  about  three  fingers,  and  rupture  of  the  membranes.  The 
sad  is  pulled  down  enough  to  irritate  the  cervix  and  thus 
luse  uterine  contractions,  and  no  attempt  is  made  to  deliver 
le  head.  Also  a  method  of  doubtful  utility,  and  one  posses- 
ng  dangerous  possibilities,  if  abused. 

Drugs  are  the  most  valuable  means  of  stimulating  uterine 
jntractions.  Those  used  are  quinin,  ergot,  alcohol  and  pitui- 
•in.  Quinin  is  unreliable  and  in  patients  who  have  an  idio- 
/ncrasy  against  it  is  liable  to  cause  severe  postpartum  hemor- 
tiage.  There  are  some  women  in  whom  a  dose  of  quinin  will 
ause  the  menstrual  flow  to  appear.  These  women  cannot 
ake  quinin  in  labor.  It  is  used  in  a  single  large  dose  of  ten 
0  twelve  grains.  Small  doses  are  useless. 
£rfi^/  is  never  given  as  long  as  the  child  is  Vu  iVi^  uV^tmvi 
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c;w::y  ^.nvN  beiween  the  birth  of  the  two  children  in  i« 
Ir.  :wir.>,  :he  hirth-canal  has  already  been  dilated  \vi 
:\i>c<ico  .^:  :he  rirsi  child,  an«l  ihe  interval  between  thel 
oh.  irt::  :>.  or  >houUl  1h\  >o  shv>ri  that  no  contraction  ne« 
-f^rx"':.  Tho  enrol  i>  L:!\vn  here  as  a  pre\xntive  of  jwstparl 
vr::.  rTh.-c^\:in  !  n^K  :.»  excite  expulsive  pains.  Otherwise 
^.v*v  -^?"e  :.*  vM;:st*  fur: her  deLiv  l>v  >limulati«m  of  thecirc 
"*x-s     f  :h;'  cx"r\:.x.  a>  wc'.'  a>  the  lonuiliidinal  fibers  oi 


-<s:.i*. 
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.w5  ■^rar.  :y.  v^nc-half  ounce,   whiskey 
773.  :-.vo  .  ur.ce<.  with  a  few  crackers  or  [ 
..C-i;:s:  :he  r.^usca  x'^iicn  pr^xiuced  by  ale 
:  — /.i.^'      I:  is  unreliable  as  to  action  ai 
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6.  Overdose  is  liable  to  be  {oUowed  by  relaxation  of  the 
items  and  postpartum  hemorrhage.  More  than  2  mils,  as 
t  total  amount,  should  not  be  used  in  any  labor. 

7.  In  syphilitic  patients,  the  danger  of  rupture  of  the  uterus 
B  greatly  increased,  and  pituitrin  should  not  be  used  at  all. 

8.  Stronger  solutions  are  on  the  market,  for  use  after  surgi- 
cal operations.  This  "surgical"  pituitrin  should  be  avoided 
in  obstetrical  work. 

9.  If  inertia  occurs  early  in  first  stage  of  labor,  before  the 
OS  is  well  dilated,  3  doses  of  3  minims  each,  an  hour  apart, 
often  act  very  well. 

Accidents  from  its  use  have  been:  (i)  Rupture  of  the  uterus; 
{2)  fetal  asph\rxia  from  violent  uterine  contraction;  (3)  post- 
partum hemorrhage;  (4)  premature  separation  of  placenta; 
(s)  extensive   laceration   from   precipitate    delivery. 

Other  means  of  stimulating  uterine  contractions  are:  (i) 
Simple  soapsuds  enema;  (2)  separation  of  the  membranes  around 
the  internal  os;  (3)  rupture  of  the  membranes  (advisable  in 
multiparse  only). 

Recently  there  has  been  put  on  the  market  a  stronger  prepa- 
ration of  pituitrin,  intended  to  combat  intestinal  paresis 
after  abdominal  operations.  It  is  labeled  Pituitrin  S.  and 
should  never  be  used  in  obstetric  work,  unless  the  obstetric 
preparation,  labeled  Pituitrin  O  is  not  available.  If  the 
pituitrin  S  is  used,  3^^  mil  is  the  maximum  dose  and 
J4  mil  is  better.  The  full  dose  of  i  mil  should  never  be 
JHven. 

Terminal  inertia,  occurring  when  the  head  is  on  the  peri- 
'leum,  is  managed  by  kneading  the  fundus,  a  hypodermic  of 
/2  mil  of  pituitrin  or  by  the  application  of  forceps;  the  short 
Sawj'cr  forceps  l>eing  here  better  than  the  heavier  Simpson 

• 

•^tniment.  Terminal  inertia  is  often  due  to  weakness  of  the 
abdominal  muscles,  or  the  unwillingness  of  the  patient  to  use 
the  abdominal  muscles,  on  account  of  the  pain.  In  either  case 
It  can  be  corrected  by  the  use  of  the  Sawyer  forceps,  with 
Moderate  or  complete  anesthenia. 


e  uterine  force  may  result  in  extensive  lacerations 

to    the  mother;   injury    to   the   child    by  expulsion  with  the 

mother  in  the  erect  posture,  when  the  cord  will  probably  be 

ruptured;  and  in  precipitate  labor. 

Treatment. — Take  away  the  iiuller,  retard  the  advance  ot  the 

!      child's  head  over  the  perineum  by  direct  pressure,  and  inhibit 

[     use  of  abdominal  muscles  by  having;  patient  breathe  rapidly 

with  open  mouth. 

I  DYSTOCIA  DUE  TO  BONY  PELVIS 

I  Deformtties  of  the  Pelvis 

Frequency. — From  s  to  20  per  cent,  of  women  have  some 
I      degree  of  contracted  pelvis,  but  in  only  3  to  5  per  cent,  is  this 
'     contraction  serious  enough  to  cause  trouble  in  labor.     Ordi- 
narily pelves  whose  internal    conjugate   is  over  Q.5  cm,  will 
cause  no  serious  delay  in  delivery. 

Methods  of  diagnosis  are:  (i)  Some  obvious  visible  de- 
formity, which  is  often  not  present;  {2)  pelvimetry;  (3)  the 
j:-rays,  which  will  show  characteristics  of  some  deformed  pelvcr 
but  are  unreliable  for  measurements. 

Pelvimetry  is  of  two  classes:  (i)  External  and{3)  internal 

The  norma!  pelvic  measurements  are: 

External  Measurements. — (i)  Anterior  superior  spines  i . 
iiia — 26  cm.;  (a)  crests  of  ilia — Jg  cm.;  {3)  trochanlers— 
31  cm.;  (4)  external  obliques — from  one  posterior  superior 
Spine  of  ilium  to  opposite  anterior  superior  spine — 32  cm. 
The  oblique  diameters  are  named  from  behind;  (5)  rxlertui' 
conjugate  or  Baudelocque's  diameter — from  the  depressi.  ? 
below  the  spinous  process  of  the  last  lumbar  vertebra  to  Hj: 
middle  of  the  symphysis,  )-^  inch  below  its  uppc 
margin— 20.25  ^™-  {Michaelis'  diameter  begins  at  the  lip  ■ : 
the  spinous  process  and  is  21.5  cm.);  (6)  transverse  of  IL 
outlet— htiween  the  tuberosities  of  the  ischium — i 
(^)  the  sagittal  diameters  of  the  o»//c<— begin  at  a  line  cot 
spending  to  the  transversf  oi  tW  ou\.W\.  a-TtiVt-iTO-VVisat  to- 
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Uittom  of  the  symphysis  for  the  anterior  (5.5  to  6  cm.)  and  lii 
ihe  tip  of  the  sacrum  for  the  posterior  (9.55  cm.).  They 
are  of  Importance  in  the  management  of  pelves  contracted 
iransversely;  (8)  the  circumfrretue  of  (he  pelvis — from  the 
depression  below  the  spinous  process  uf  the  last  lumbar 
vertebra  over  the  crest  of  the  ilium  to  the  middle  of  the  sym- 
physis  and   doubled — 90   cm. 

Intfrnal  Measurements. — (q)  The  internal  conjugate  diagonal 
— from  the  promonton.'  of  the  sacrum  to  the  bottom  of  the 


&]nnphyds — 11.75  cm.;  (lo)  the  true  conjugate  or  conjugate  vera 
— ^rom  the  promontory  of  the  sacrum  to  the  inner  surface  of 
the  symphyeis;  J^  inch  below  its  upper  edge — 1 1  cm. 

Any  pelvis  two  or  more  centimeters  short  in  an  important 
'liaraeter,  is  said  to  be  contracted,  All  these  measurements, 
except  the  sagittal  diameters,  are  most  conveniently  taken 
with  the  ordinary  cahpers.  The  sagittal  diameters  require 
a  special  instrument;  and  the  circumference,  a  tape  measure. 

Relation  of  external  to  internal  conjugak  is  that  it  forms  a 
fairly  reliable  guide  to  when  it  is  necessary  to  measute  tht 
jM/i^Ma/  conjagaU;  but  h  does  not  tell  how  smaW  vVm\.'«i 


conjugate  is.  The  rule  ordinarily  applied  in  practice  is 
the  external  conjugate  is  below  i6  cm.  the  internal  conju| 
is  seriously  conlracled;  from  i6  to  i8  cm.  there  will  be  set 
contraction  in  about  half  the  cases;  from  i8  to  joJ-J  od 
small  proportion  will  have  an  internal  contraction;  and  at 
2oH.  there  is  almost  sure  to  he  no  inlcrnal  contra 
Therefore  below  18  cm.,  the  internal  conjugate  should  all 
be  measured;  above  18  cm.  it  is  hardly  necessary.  Ho^ 
too  much  impnrtince  must  not  be  attached  to  the  exit 
measiin  —.'  "■  ■  -I-^. 


I 


Pir..  «■— ThedigilBl  meihod  of  m..i 
onal.  Prom  this  the  Inje  tonjugdte  i>  ■ 
io  the  text.      (DiVfeiHiDH.) 

Methods  of  meastixing  the  internal  conjugate  are  t 
manual  and  the  instrumental. 

Technk  oj  Manual  Method. — The  patient  is  placed  in  t 
lithotomy  position,  and  the  external  genitaha  are  carefuDy 
cleansed.    An  anesthetic  is  sometimes  required,  if  patient  is 
very  nervous.    Two  fingers  of  one  hand  are  inserted  in  t 
vagina,  and  the  tip  of  the  middle  finger  is  placed  against* 
promontory.     The  place  where  iVie  ^u\>v^\>\ii^'gMaKtfi.\j 
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hand  is  then  marked,  the  fingers  withdrawn,  and  the 
ce  between  that  point  and  the  tip  of  the  middle  finger 

measured  with  a  pair  of  calipers  or  a  tape  measure.  This 
ce  is  the  inUmal  conjugate  diagonal.  From  it  the  true 
d/eis  estimated  by  subtracting  1.75  cm.  in  every  form 

pdvis  except  the  rachitic,  and  the  generally  contracted  fiat 

chitic,  where  2  cm.  are  subtracted.     This  method  is  very 

Kcuiate,  on  the  average,  and  is  the  method  most  often  em- 

ycd.  If  it  is  difficult  to  reach  the  promontory  with  the 
esunining  finger,  serious  contraction  need  not  be  feared. 

Tht  Instrumental  Method. — Of  the  many  instruments  devised 
br  the  direct  measurement  of  the  internal  conjugate,  the  best 
far  general  use  is  B.  C.  Hirst's  pelvimeter.  With  this  instru- 
nent  the  distance  is  taken  between  the  promontory  of  the 
sacrum  and  the  outer  surface  of  the  symphysis  pubis,  just 
bdow  its  upper  edge.  Then  the  thickness  of  the  symphysis 
is  measured  and  the  second  measurement  subtracted  from 
the  first. 

The  Neumann-Ehrenfest  pelvigraph  plots  out  a  chart  of  the 
pelvis  upon  a  piece  of  paper,  as  does  the  perimeter  in  plotting 
out  the  eye-ground.  The  Neumann-Ehrenfest  kleiseometer 
Dieasures  the  pelvic  inclination.  They  arc  adapted  for  use 
in  the  hands  of  specialists  only,  and  are  too  complicated  and 
'iifficult  to  manipulate  for  use  in  general  practice. 

The  Sagittal  Diameters  and  Their  Measurements. — The 
sagittal  diameters  are  the  practical  anteroposterior  measure- 
Dicnts  of  the  pelvic  inlet.  The  anteroposterior  diameter  in 
^c  dried  specimen  runs  in  a  straight  line  from  the  bottom  of 
4e  symphysis  to  the  tip  of  the  sacrum.  The  sagiltals  run 
^rom  the  bottom  of  the  symphysis  to  a  base  line  representing 
j  ^  line  between  the  tuberosities  of  the  ischium,  and  thence 
to  the  tip  of  the  sacrum. 

To  measure  the  sagittals,  the  patient  is  arranged  in  the  dorsal 
Potion.    A  special  pelvimeter  may  be  used  but  is  entirely 

I   Necessary.    The  necessary  base  line  is  established  by  a 
tape  measure  stretched  between  the  tuberosities  ol  iVie  ischium 


and  held  ihere  by  an  assistant.  Willi  ordinary  calipers,! 
distance  from  the  center  of  this  line  to  the  bottom  of  ihes) 
physis  is  measured  and  averages  five  and  a  half  to  six  ceniii 
ters.  This  is  the  anleriur  sagittal.  From  the  center  d, 
line  to  the  tip  of  the  sacrum  is  the  posterior  sagitt^ 
averages  ten  centimeters  {9.95)-  I 

The  indi-x  of  Ike  outlet  based  upon  the  sagittal  diaoi 
can  be  calculated  by  an  ingenious  formula  devised  \m 
C.  D,  Daniels,  of  Philadelphia.     If  the  altitude  of  a  Itij 


is  multiplied  by  its  base  and  the  result  divided  by  tw<i 
approximate  area  of  the  triangle  is  found.  In  this  casi 
altitude  is  the  posterior  sagittal  diameter;  the  base  is  tlu 
tance  between  the  two  tuberosities  of  the  ischium.  ' 
fore,  in  a  normal  pelvis,  the  area  of  the  triangle  whose  a] 
is  the  posterior  sagittal  diameter,  is  55  sq.  cm. 
Altitude  X  base_  10X11  _  1 10 

2  2  3 

This  figure  (55)  is  taken  as  the  normal,  and  called  the 
of  the  outlet.  If  this  index  is  55  to  33,  as  a  rule  spontfl 
delivery  may  be  expected;  ii  jj  to  iZ  cou^\iex5!W\ft 
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Pre  95. — Nonnal  sagittal  diamttt-Ts  o(  the  pelvic  outlet. 
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be  experienced  and  below  28  the  difficulty  is  liable  to  |^H 
insuperable.  These  figures  are  as  yet  more  or  less  dogmalks^B 
taken,  and  numerous  exceptions  to  the  working  of  the  rule ^B 
be  found.  ^H 

Antepartum  Fetometry. — All  pelvic  measurements  f^H 
relative  to  the  size  of  the  child.  The  process  of  testing  ^H 
relative  size  of  the  child's  head  to  the  pelvic  inlet  is  caB^H 
antepartum  fetometry.  ^M 

(i)  Midler's  Method. — With  patient  on  her  back,  ti;  ^| 
push  head  into  pelvis,  by  pressure  from  above.  H 

(3)  B.  C.  Hirst  Modification  oj  MiOler.—U  the  head,  whS 
pushed  down  by  the  Muller  method,  will  not  enter  the  supcn^f 
strait,  note  the  relation  of  the  anterior  parietal  eminence  :^| 
the  symphysis,  if  it  does  not  project  beyond  the  symphy^H 
spontaneous  delivery  is  possible.  H 

(3)  Ferret's  Melhod.~Tbe  occipitofrontal  diameter  of  tlB 
child's  head  is  measured,  through  the  mother's  abdomii^H 
wail.  A  fold  of  the  abdominal  wall  is  pinched  up  and  meafl 
ured,  and  this  subtracted  from  Ihe  first  measurement,        ^t 

(4)  Stone's  Method. — The  occipitofrontal  diameter  is  tne^H 
ured.  No  allowance  is  made  for  the  thickness  of  the  abdomiaiH 
wall.  In  heads  with  an  occipitofrontal  diameter  of  11  a^| 
or  less,  1  cm.  is  subtracted  to  find  the  biparietal;  if  over  ^M 
cm.,  5  cm.  is  subtracted.  H 

Pelvic  inclination  is  increased  in   all   flat   pelves   (a  fW" 
pelvis  is  one  where  the  chief  contraction  is  anteroposieriot 
at  the  inlet)  especially  the  rachitic.     It  is  diminished  or  Ik' 
in:  (i)  Kyphosis;  (2)  spondylolisthesis. 

Frequency  of  Deformed  Pelves. — The  commonest  deform- 
ity of  the  pelvis  is  the  simple  flat.  Next  the  justominor, 
and  third  the  rachitic.  The  most  common  serious  deformitv 
is  the  rachitic. 

Classification  of  Deformed  Pelves. — The  following  classi- 
fication of  deformities  of  the  pelvis  has  been  found  easy  for 
the  student  to  remember  and  is  sufficiently  accurate  for  all 
practical  purposes,     ll  \s  arran&ei  Vn  %t*i\i"^,  Xiaati.  -asj®- 
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predominating  deformity,  so  each  group  has  essentially 
ame  effect  upon  the  mechanism  of  labor  and  is  managed 
le  same  general  rules. 

Pelves  Whose  Chief  Deformity  is  Anterior  Posterior 
Taction  at  the  Inlet. 

1.  Simple  flat. 

2.  Justominor. 

3.  Generally  contracted  flat,  nonrachitic. 

4.  Rachitic. 

5.  Spondylolisthesis. 

6.  Osteomalacia  (malacosteon). 

7.  Kjrphoscoliosis. 

»  Pelves  Whose  Chief  Deformity  is  Contraction  of  Trans- 
e  Diameters,  Especially  at  the  Outlet. 

1.  Kjrphosis. 

2.  Fetal  funnel-shaped. 

3.  Robert. 

[.  Pelves  Whose  Chief  Deformity  is  Oblique  Contrac- 


1.  Nagele. 

2.  Unilateral  deformity  (coxalgia,  disease  of  one  leg, 
clubfoot,  etc.). 

.  Apical  Pelves. 

1.  Justomajor. 

2.  Split  pelvis. 

3.  Assimilation  pelvis. 

4.  Lordosis. 

5.  Fractures  (old)  of  pelvis. 

New  Growths. 

1.  Exostoses. 

2.  Osteosarcoma. 

3.  Enchondroma. 

iagnoses  and  Management  of  Deformed  Pelves. — For 

lenience  in  study,  the  pelves  will  be  considered  in  groups, 
"ding  to  their  chief  deformity. 


Simple  Flat  Pelvis. — The  communesi  and  least  seriot 
formily  of  the  pelvis. 

Cause. — Indefinite.  Has  been  ascribed  to  arrested  r 
overwork,  carrying  heavy  weighu,  or  too  early  sittii 
walking  in  childhood. 

Charactrristics. — The  sacrum  is  pushed  downward  and  fo 
ward,  but  not  rotated  on  its  transverse  axis.  All  the  anifr 
posterior  diameters  are  shortened,  and  the   transverse  u 


{Dc  Lte.) 


n  simple  Hal  pel' 


oblique  practically  normal.  There  is  sometimes  a  secoi 
accessory  promontory.  The  conjugate  is  very  rarely  less 
8  cm. 

E§ecis  on  the  mechanism  of  labor  are  that  the  head  J 
imperfectly  flexed;  (2)  engaged  in  the  transverse  diam 
the  pelvis;  (3)  there  is  exaggerated  lateral  inclinatira 
the  dilatation  of  the  cer\'ix  is  slower  than  normal. 

These  are  the  effecls  upon  the  mechanism  of  any^oip 
where  a  short  conjugate  is  the  chief  obstruction. 

Effecl  upon  Labor. — RaTelyserious,aA  the  conjugate  is] 
below  8  cm. 
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stominor  or  Geaerally  Equally  Contracted  Pelvis. — Thi:^ 
e  second  in  frequency  among  the  white  races. 


Cause. — Arrested  development. 

Ch^aeUris/ks. — /s  usually  seen  in  women  ti(  smaW  sWi.X\iT 


230  DYSTOOA 

The  hips  are  abnormally  narrow;  the  bones  are  lighie 
normal;  ihe  joints  are  not  as  firm  as  normal;  all  measuremen 
are  proportionately  reduced,  except  the  circumference  of  ll 
pelvis,  which  is  far  below  normal. 

Varklies.^i)  Juvenile;  (a)  masculine;  (3)  dwarf  (pel? 
nana).     The  first  is  the  usual  type.    The  other  two  are  rare. 

Effect  Upon  Mechanism  of  Labor. — Slight,  except  to  ^ 
excessive  flexion  and  often  transverse  engagement  of  the  hex 

Effect  Upofi  Labor. — Not  usually  serious.  In  ihe  applk 
tion  of  forceps,  great  care  must  be  used,  in  iraction,  to  a* 
fracture  of  the  pelvic  Joints. 

Generally  Contracted  Flat  (Non-rachitic)  Pelvis. — Caui 
Same  as  simple  flat. 

Characteristics  practically  a  combination  of  the  simple 
justominor  pelves.  All  the  diameters  are  reduced,  bot^ 
conjugate  is  disproportionately  small. 

£j?fc(  upon  mechanism  is  that  of  any  flat  pelvis,  (See  sin 
flat). 

Effect  upon  labor  is  more  serious  than  either  of  the  foregfai 

Rachitic  Pelvis  (Rickets). — The  third  in  frequency  of  d 
formities  of  the  pelvis;  the  most  common  of  the  type* 
which  serious  difficulty  is  met  in  labor,  and  the  most  frequ 
deformity  in  the  colored  race. 

Varieties.— {j)   Generally    contracted    flat;    (>)  gi 
equally  contracted;  (3)  simple  flat. 

The  first  one  is  much  the  commonest. 

There  is  described  a  pseiuio-osteomalacic  type  of  rachft 
pelvis,  the  most  serious  form,  but  so  rare  as  to  be  a  negligS 
factor. 

Cause, — Rickets  in  early  childhood;  the  downward  pressu 
of  the  weight  of  the  tnink,  and  the  upward  and  inward  pi 
sure  of  the  femora. 

Characteristics. — ^The  sacrum  b  pushed  downward  and  I 

ward,  rotated  on  its  transverse  axis  and  sharply  bent  in  t 

L  middle;  the  posterior  spines  are  closer  than  normal;  the  anter 

kjpenbr  spines  are  flared  wld«  a-paiv.-,  nVc  *.tt\^\iai 
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further  anterior;  ihe  normal  curvature  of  the  innominate 
bones  is  increased;  the  conjugatosymphyseal  angle  is  increased; 
peMc  inclination  is  markedly  increased;  and  the  pubic  arch 
is  abnormally  wide.  The  lozenge  or  rhomboid  of  Michaelis, 
formed  by  lines  joining  the  depression  below  the  spinous  proc- 
ess of  the  last  lumbar  vertebra,  the  two  dimples  below  the 
posterior  superior  spines  of  the  ilia  and  the  beginning  of  the 


iniergluleal  fold  (the  tip  of  the  sacrum)  is  changed  from  its 
uiual  diamond  shape  into  a  kite  or  triangular  figure, 

DwjjnnHs. — The  patient  is  often  a  negress,  has  a  waddling 
gait,  and  is  short,  pigeon-breasted,  sway-backed  and  bow- 
ii-g?ed.    AH  the  pelvic  measurements  are  decieased,  Wx  vV't 


conjugate  is  disproportionately  small.     The  distance  beti 
the  spines  of  the  ilia  is  often  as  great  as  or  greater  tii&n  ij 
crests.     The  rhomboid  or  lozenge  of  Michaelis  is  changed " 
kite-shaped  or  triangular  figure.    Sway-back  is  marked, 
pubic  arch  is  wide,  and  usually  all  the  obstrucTion  is  at  t 
pelvic  inlet.     The  sacrum  is  felt  to  be  sharply  curved, 
promontory  is  easily  reached,  and  in  calculating  the  init 
from  the  diagonal  conjugate,  2  cm,  must  be  subtracted, 
false  or  double  promontory,  from  the  forward  displacen 
of  the  first  sacral  vertebra,  Is  not  unusual. 

Efecl  upon  the  Mechanism  of  Labor. — That  of  a  flat  pdi 
(See  simple  flat.) 

Effect   upon  Labor. — This  is  usually  most  serious,  as  1 
conjugate  is  sometimes  as  small  as  5  cm. 

Osteomalacia  is  rare  in  this  country,  not  uncommon  in  pa 
of  Europe,  notably  Austria  and  Italy. 

Cause. — ^A  rarefying  osteitis,  seen  in  adult  life,  with  absot 
tion  of  the  lime  salts  and  consequent  softening  of  the 
Due  usually  to  unhygienic  surroundings  and  improper  fo| 

Characlerislics. — The  bones,  in  advanced  cases,  are 
leathery  consistency.  The  sacrum  is  pushed  far  down  in 
pelvic  canal.  The  innominate  bones  are  pushed  in  byl 
femora.  The  symphysis  projects  forward  like  a  beak. 
vaginal  examination,  the  general  contraction  of  the  pd 
cavity  and  sometimes  its  almost  entire  obliteration. can, 
recognized,  and  the  pubic  arch  is  extremely  narrow. 
a:-ray  shows  well  the  shape  of  the  pelvis. 

Symptoms  and  Diagnosis. — The  attack  begins  usually' 
rheumatoid  pains  in  pregnancy,  associated  with  a  progresB 
loss  in  height.  The  pain  is  worse  on  any  e.\ertion,  but  reliei 
by  rest  in  bed.  Then  the  patient  has  to  walk  by  throwing 
leg  outward  in  a  half  circle,  to  avoid  striking  her  intei 
malleoli  together  as  she  walks — the  osteomalacic  gait. 
labors  she  may  have  during  the  progreiis  of  the  disease, 

',  are  increasingly  difficult,  and  finally  cesarean  sed 
omred. 
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Iffect  CHI  the  Mechanism  of  Labor.— When  possible  at  all, 
lat  of  a  Hat  pelvis. 

E_ffr<t  upon  Labor. — Makes  delivery  more  and  more  difficult 
as  the  disease  progresses,  finally  requiring  cesarean  section. 
Management. — At  first,  forceps  are  sufficient;  later  crani- 
otomy and  finally  cesarean  section  are  necessary.  When 
cesarean  section  is  done,  the  Porro  operation  is  the  better,  as 
the  disease  is  sometimes  arrested  by  the  increased  deposition 
of  lime  salts  in  the  bones  that  follows  removal  of  the  ovaries 
and  uterus.  It  is  possible,  however,  to  deliver  a  patient  with 
forceps  whose  measurements,  applied  to  any  other  pelvis, 
would  make  the  delivery  impossible,  as  the  bones  will  give 
enough  to  allow  passage  of  the  child. 

Spondylolisthesis  is  a  pelvis  in  which  the  last  lumbar 
vertebra  has  slipped  downward  and  forward  over  the  anterior 
face  of  the  sacrum,  by  elongation  and  secondary  fracture  of  its 
arches.     It  is  comparatively  rare. 

Characteristics. — The  last  lumbar  vertebra  is  displaced  over 

anterior  face  of  sacrum.     The  sacrum  is  pushed  backward, 

and  its  tip  projects  into  pelvic  canal.     Pelvic  inclination  is 

diminished.     The  pelvis  is  somewhat  funnel-shaped  and  the 

pubic  arch  is  narrow.    The  measurements  chiefly  contracted 

are  the  conjugate,  the  anteroposterior  and  transverse  diameters 

of  the  outlet 

Diagnosis. — The  patient  has  a  saddle-back,  from  prominence 

I  rf  innominate  bones.    The  measurements  involved  are  those 

I  stated  above.    The  external  conjugate  may  be  normal,  but  the 

inifmal  seriously  encroached  upon.     The  patient's  abdomen 

!■  markedly  shortened.     The  spinous  process  of  last  lumbar 

■"frlebra  is  prominent.     The  internal  conjugate  is  measured 

'f"m  the  most  prominent  part  of  the  projecting  vertebra. 

Effect  upon  Mechanism  of  Labor. — When  possible  that  of  a 
flat  pelvis. 
Effect  upon  Labor. — Usually  insuperable  obstruction. 
Kyphoscoliosis. — In  this  pelvis  the  humpback  is  situated  in 
fhe darsa!  region,  is  more  rounded  than  anguVar,  and\f>\i?.vis^"j 


I 
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due    (o    rickets.     The    lateral    curvature   is  usually 
right. 

Characterislks. — The  tharacleristics  of  tiie  rachitic  peli 
with  asymmetry. 

Management  of  Labor  in  All  Flat  Pelves. — To  avoid  re[ 
tion,  the  management  o£  labor  in  all  pelves  where  the  conjuj 
is  the  diameter  most  seriously  involved,  will  be  considered  hi 

It  is  impossible  to  lay  down  rules  to  fit  every  ca 
following  rules  will  be  found  reasonably  accurate.  If 
patient  is  first  seen  before  Uibor:  If  the  conjugate  is  between  u] 
and  i).^  cm.,  ordinarily  no  interference  is  indicated;  between  4.5 
cm.  and  8  cm.,  the  induction  of  premature  labor,  two  to  four 
weeks  short  of  term,  with  probably  the  use  of  forceps  or  veriiui 
wiU  usually  give  the  best  results;  from  8  to  7  cm.,  indued™ 
of  premature  labor,  with  forceps,  and  if  after  a  moderate  trial 
(twenty  minutes  maximum)  the  forceps  fail,  pubiotomy 
physeotomy  or  cesarean  section  is  required;  below  7  cm.  cei 
section  seven  days  before  term  is  best. 

If  the  patient  is  first  seen  during  labor:  With  a  conjugal 
from  II  (0  9.5  cm.  spontaneous  delivery  is  the  rule,  and 
more  than  forceps  will  be  required;  from  9.5  to  8cm.,choij 
between  axis-traction  forceps  or  version,  usually  the  fonni 
provided  the  head  does  not  engage  spontaneously,  and  the 
more  serious  procedures  arc  necessary  when  the  forcepi 
have  failed;  jrom  8/07  cw.  axis- traction  forceps  may  be 
tiously  tried,  but  if  they  fail,  pubiotomy  or  cesarean  section  1* 
required ;  Wow  ycm.only  cesarean  section  should  be  considered. 
It  must  be  understood  that  the  axis-traction  instrumeni 
markedly  increases  the  danger  to  the  child,  and  if  it  is 
used  at  all,  it  must  be  with  due  recognition  of  this  tad. 
All  cases,  where  there  is  a  reasonable  probability  of  spontane- 
ous delivery,  should  be  given  a  test  of  labor,  to  see  what  they 
can  do  for  themselves.  It  is  astonishing  what  flexion  and 
moulding  will  do,  in  many  cases,  A  primipara  can  be  safely 
allowed  to  go  for  twenty-four  hours;  a  multipara,  for  twelvi- 
on]y  (on  account  of  the  greater  iaTv^ex  o\  txi^^-ViTft  "A  \iu;'i\w.v&S 
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I  either  patient  show  signs  of  exhaustion,  or  danger 
I  for  the   baby  appear,   earlier  interference  would  be 


Jove  measurements  apply  only  to  cases  where  the 
disof  normal  isize.     An  uvcrumwii  child  will  com- 


latters  exceedingly.     A  careful  estimaUon  o£  the  size 

d's-head  compared  to  the  pelvic  inlet  should  always 

KjWhen  the  head  is  pressed  firmly  against  the  pelvic 

e  parietal  bone  juts  out  beyond  the  symphysis,  the 

irious,  and  will  very  probably  requVtt  cc^^ti.^ 
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section,  even  though  the  pelvic  measurements  see 
warrant  it. 

Craniotomy,  in  contracted  pelves,  is  justifiable  only  'd  tl 
child  is  dead. 

The  Walcher  position  is  of  advantage  in  the  lesser  grades  (j 
contraction,  do\vn  to  about  8  cm.  It  consists  in  placit^ll 
patient  upon  an  improvised  operating  table  (such  as  a  kilcl 
table) ,  her  buttocks  projecting  just  beyond  the  edge  of  the  Um 
and  her  feet  hanging  down  toward  but  not  touching  the  fin 
The  ordinary  bed  is  too  low  to  be  of  service.  This  n 
is  said  to  add  as  much  as  i  cm.  to  the  conjugate.  1 
are  to  be  used,  they  must  be  applied  before  the  legs  are! 
down.     In  pelves  whose  conjugate  isless  than  8cm,,  them 

n.  PBtVES  WHOSE  CHIEF  CONTRACTION  IS  THARSVERSELT  AT  Tl 


Kyphosis. — In  a  typical  case,  the  kyphosis  is  situated  in  fl 
lumbosacral  region,  is  angular  and  due  to  tubercular 
of  bodies  of  vertebra. 

Ckaraclerislics. — The  sacrum  is  pushed  backward,    Pehnc 
inclination  is  lost.     The  tip  of  the  sacrum  is  projected  forward  I 
into  the  pubic  canal.     The  pelvis  is  contracted  transversely.  Y 
The  pubic  arch  is  narrowed  and  often  asymmetrical.    The  I 
conjugate  is  often  increased  in  length.     In  very  marked  casWi 
the  spinal  column  overhangs  the  pelvic  inlet,  and  renders 
impossible  any  engagement  of  the  head — the    pehis  ohtecU'. 

Diagtwsis. — The  humpback  is  obvious.  The  patient  stands 
with  knees  bent,  due  to  lost  pelvic  inclination.  The  conjugali' 
is  increased,  while  the  transverse  measurements,  especially  oi 
the  outlet,  are  markedly  contracted.  The  anterior  and 
posterior  sagittal  diameters  of  the  outlet  are  of  the  greatwi 
importance.  For  spontaneous  or  forceps  delivery,  tlie  pos- 
terior sagittal  diameter  must  be  at  least  7.5  cm.,  as  on 
account  of  the  narrowed  arch,  all  of  the  anterior  sagittal  diam- 
eter is  not  available.     As  llie  Vians.'jeTse  5;\a.iaK.\w  <il  the  oui- 
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lecreases,  the  posterior  sagittal  must  increase  to  allow  of 
The  pubic  arch  is  narrowed  and  of  ten  asymmetrical. 

patient's  abdomen  is  shortened,  and  when  she  is  near  term, 
iily  pendulous. 

j^eel  upon  Ihe  Mechanism  of  Lafior.— Transverse  presenta- 
s  common,  but  usualiy  spontaneously  corrected,  the  child 
y  presenting  by  the  head.  The  head  is  often  slow  to 
(c,  due  to  the  pendulous  uterus.     Posterior  rotation  of  the 

f>ut  is  ver>'  frequent  and  should  not  be  corrected,  as  there 

lore  room  for  the  delivery  of  the  larger  posterior  portion  of 

I  head  in  the  posterior  sagittal  diameter.  In  these  cases 
kitomy  will  nearly  always  be  required.     There  is  more  or 

i  complete  obstruction  at  the  outlet. 

E/ati  upon  Labor. — May  be  serious,  depending  upon  the 
e  diameter  of  the  outlet. 

Management. — If  the  distance  between  the  tuberosities  of 

I  ischium  is  8.5  cm.  or  over,  spontaneous  delivery  is  prac- 
lUy  sure.     If  it  is  between  8.5  cm.  and  6  cm.,  the  induc- 

II  of  labor  four  weeks  short  of  term  and  the  use  of  forceps 
H  probably  be  successful.     Should  forceps  fail,  symphyse- 

y  or  pubiotomy  make  the  delivery  easy.  With  a  diameter 
?  6  cm.  cesarean  section  Is  best.  It  should  always  be 
Itrmiaed  whether  the  outlet  is  symmetric  or  not,  as  the 
rmmrtric  type  is  the  more  serious.  Version  is  to  be  avoided, 
the  results  to  the  child  are  bad,  from  difficulty  in  delivery  of 
1  head.     Craniotomy  is  only  indicated  where  the  child  is. 

fetal  Funnel-shaped  Pelvis. — Cause, — Anomaly  of  develop- 

mt. 

Ctanuleristks. — The  pelvis  is  abnormally  narrow  and  deep. 
K  pelvic  walls  converge  as  ihey  approach  the  outlet.  The 
ftsurements  of  the  inlet  are  normal,  those  of  the  outlet 
Bltacted,  especially  transversely.  The  pubic  arch  is 
trwnely  narrow. 

I  upon  the   Mechanism   of  Labor.- — Imperfect  flexion;i 
^ward  rouiion  of  the  occiput;  serious  b^eiaVions  oi  \.ba 
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perineum,  unless  episiotomy  be  done  to  avoid  them,  ^ 
the  head  being  forced  backward  at  the  outlet. 

Effect  on  iafior.— Delays  arc  common,  forceps  often  recpj 
and  the  obstruction  may  prove  insuperable.  ] 

Management. — In  minor  grades,  forceps  are  require^i 
injury  of  the  soft  parts  often  results,  A  transverse  diaB 
of  the  outlet  of  7.5  to  6  cm,  is  best  managed  by  sympl 
otomy  or  pubiotomy;  below  6  cm,  cesarean  section  is  n 
sary.  Craniotomy  is  only  justifiable  when  the  child  is  < 
and  version  should  not  be  attempted.     Posterior  rotatij 


i 


Fig.    103.— The  pelvic   inlet  in  a  fetal  funoel-shapcd   pelvis.      (£J 

the  occiput  is  the  rule,  and  should  not  be  corrected,  l 
same  reason  as  in  kyphosis. 

Robert  Pelvis. — The  rarest  type  of  pelvis. 

CflK.vc  .^Failure  of  development  of  the  alae  of  the  sac 
both  sides, 

Characterislics. — The  pelvic  cavity  is  almost  oblJt 
from  the  uterine  transverse  contraction.  The  sa,CTUiii  1 
narrow. 

Effect  mi  Mechanism. — No  mechanism  is  possible, 

£^6^  on  Labor. — Insuperably  obsltucted. 
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Ut.  PELVES  THOSE  CHIEF  DEFOBUtTV  IS  OBLIQtTE 

fagele  Pelvis. — ^This  is  rare. 

d/oe, ^Failure  of  development  of  the  ala  of  the  s 

side. 

'haracUrislics. — The  pelvic  inlet  is  obliquely  oval.  The 
i^hied  joint  is  usually  ankylosed.  The  sacrum  is  narrow 
I  rotated  toward  the  atrophied  side.  The  innominate  bone 
diseased  side  runs  almost  straight  to  the  symphysis.  The 
er  innominate  bone  is  more  curved  than  normal.  The 
lie  arch  is  narrow  and  asymmetric.  The  diagnosis  requires 
;tul  measurements,  as  there  is  usually  no  limping  or  other 

deformity,  but  the  .c-ray  shows  it  plainly. 
Ifftcl  upon  Ike  Mechanism  of  Labor. — That   usually   of  a 

pelvis  except  that  the  head  is  extremely  flexed,  and  ihe 
ition  IS  imperfect,  and  engages  in  the  longest  oblique 
meter  of  the  pelvis. 

\^ect  on  Labor, — This  is  serious  and  nearly  all  require  major 
rativc  procedures. 

Management. — Induction  of  labor  four  weeks  short  of  term 
given  the  best  results,  but  only  in  cases  where  the  distance 
I  the  bottom  of  the  symphysis  to  the  healthy  sacro-iliac 
t  is  not  less  ihan  8.5  cm.  In  other  cases,  cesarean  section 
tjeen  most  successful.  Forceps  and  version  are  nol  of  value, 
blique  Deformity  Due  to  Absence  or  Disease  of  One 
■emity  (Coxalgia,  Loss  of  One  Leg,  Club-foot,  etc.). — This 
luces  a  moderate  oblique  deformity  on  the  sfiuid  side,  due 
lie  weight  of  the  body  being  constantly  thrown  on  that  side. 
I  nol  a  serious  deformity,  the  difference  between  the  oblique 
meters  being  rarely  more  than  1.5  or  3  cm.,  and  wiih  a 
d  of  normal  size,  no  obstruction  to  labor  need  be  expected. 

^L  IV.  ATYPICAL  PELVES 

HiBiajor  Pdvis.— (Generally  equally  enlarged). 

Wk. — Usually  excessive   stature,   but   may  be   seen   in 

Wen  below  normal  height. 

^A-Aw/rrj. — All  measurements  ptopoiUona.vd')'  W^tt  , 


ihan  normal.     Bones  larger  and  heavier.     Impossible  li 
the  promontory  with  examining  finger. 

Effect  on  Mechanism. — None  except  possibly  abnom 
in  rotation,  due  to  insufficient  resistance. 

Effect  on  Labor. — Predisposes  to  precipitate  deliver}';  1 
may  be  delay  from  resistance  of  soft  parts. 

Split  pelvis  is  a  very  rare  form.  ■  It  is  due  to  failtij 
development  of  the  symphysis  and  is  associated  with  a&in 
of  the  bladder.     The  obturator  foramina  are  open. 
effect  upon  labor,  except  that  the  thighs  have  to  be  suppo 
to  prevent  fracture  of  the  sacro-iliac  joints,  from  undue  separa-' 
lion  of  the  bones. 

Fractures  of  the  pelvis  do  not  usually  cause  trouble  u 
union  with  marked  deformity  has  occurred.  In  such  c 
the  obstruction  may  be  insuperable. 

Atrophy,  caries  and  necrosis  have  the  same  eflfect  aafl 
properly  united  fractures. 

Synostosis  or  inunovable  pelvic  joints  result  in  loss  a 
slight  normal  elasticity  of  the  pelvis,  and  do  not  cause  a 
obstruction. 

Lordosis  is  extremely  rare,  as  a  primary  coniUtion. 
not  secondary  to  some  pelvic  deformity,  the  pelvic  inclini 
is  tremendously  increased,  and  labor  is  complicated  by  failurs 
of  the  head  to  engage  in  the  pelvic  canal. 

Assimilation  pelvis  is  the  term  used  to  describe  the  pelvis 
in  which  ihc  transverse  processes  of  the  last  lumbar  wrlebra 
are  transformed  into  structures  similar  to  the  lateral  mas* 
of  the  sacral  vertebra.  Thus  the  last  lumbar  vertebra  asstu 
the  functions  of  the  first  sacral  vertebra. 

Rarely  the  first  sacral  vertebra  takes  the  characteristtfl 
a  lumbar  vertebra  and  becomes  part  of  the  lumbar  spine, 
the  first  case,  the  pelvis  is  increased  in  depth;  in  the  latter 
decreased  but  in  both  cases  without  marked  influence  on  tin 
course  of  labor. 

Luxation  of  both  femora  causes  extreme  lordosis,  a  i 
ing  of  (iie  pelvis,  particulaiYy  a.X  xVt  ovilXtS.,  \iift  ^:Kta.^ 


assuiy[ 
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somewhat  contracted,  but  rarely  is  less  than  9  cm.;  hence 
the  obstruction  to  labor  is  slight. 

V.  TUMORS  OF  THE  PELVIC  BONES 

Ifev  growths  are  either:  (i)  Exostoses;  (2)  enchondroma 
iod  osteosarcoma. 

BiDStDses  are  of  two  classes:  (i)  Spines  (acanthopelys  or 
Ipdvis  spinosa)  and  (2)  knobs. 

Cause. — Sometimes  due  to  rickets,  but  most  cases  have  no 
demonstrable  cause. 

SUualion  most  commonly  over  sacro-iliac  joints,  next  over 
symphysis,  and  last  all  around  the  pelvic  brim. 

Diagnosis  by  deep  pelvic  examination.  Unless  attention  is 
directed  to  them  by  some  external  deformity,  they  are  likely 
to  be  overlooked. 

Managemeni. — ^The  knobs  do  not  ordinarily  cause  much 
trouble  in  labor.  The  spines  will  perforate  the  uterus  during 
labor,  and  for  that  reason  cesarean  section  is  the  safest  method 
of  delivery. 

Enchondromata  and  osteosarcomata  are  usually  in  the 
hollow  of  the  sacrum,  cause  an  insuperable  obstruction,  and 
require  cesarean  section. 

DYSTOCIA  DUE  TO  THE  MATERNAL  SOFT  PARTS 

Edema  of  vulva  is  commonly  due  to  pressure,  rarely  to 
kidney  insufficiency.  Its  chief  importance  in  labor  is  the 
danger  of  laceration  of  the  perineum,  and  the  likelihood  of 
infection  or  possibly  gangrene.  The  treatment  is  the  appli- 
cation of  hot  water  or  puncturing  the  most  dependent  portion 
of  the  labia  with  a  thin-bladed  knife,  under  aseptic  precautions. 

Varicose  veins  of  the  vutva  are  dangerous  on  account  of 
the  hemorrhage,  if  they  are  torn.  The  hemorrhage  is  always 
profuse,  requiring  suture  or  hgature.  The  patient  should  be 
instructed  how  to  apply  pressure,  in  emergency. 

Abscess  of  Bartholin's  gland  is  often  a  cause  of  puerperal 
sepsis.    The  abscess  should  be  opened  early  in  Vabot,  Ihe 
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cavity  curetted,  swabbed  with  carbolic  acid  ami  |>acke<l. 
exciMon  ai  ihc  gland  entire  is  not  advisable  at  this  timt, 
acODunt  of  the  free  bleedii^. 

Anas  Tcstibtdaris,  or  a  rectovagiiial  fistula,  coiit{iIic&t 
labor  adds  omsiderably  to  tbe  risk  uf  infection.     If  p 
it  should  be  dosed  with  a  purse-string  suture  just  before 
head  comes  down  on  the  perineum,  the  suture  being  remu 
immediately  after  deliver.. 

Tumois  of  the  vagina  or  ntha  are  usually  either  fibn 
(elephantiasis)  or  cysts.  They  are  not  often  of  a  size  to  a 
plicate  labor,  but  if  they  are  they  must  be  removed  if  solid  ■ 
punctured  if  cystic,  and  the  child  delivered  by  forceps. 

Orerdistended  bladder  may  interfere  n-itb  tbe  engagenw 
of  the  head,  become  incarcerated,  and  a  vesicovaginal  fist! 
result.  Forceps,  particularly,  should  never  be  applied  9 
a  full  bladder.  Catheterization  with  a  long  stiff  silli 
metal  catheter  (nol  a  glass  or  soft  rubber  one)  will  obvi 
any  difficulty, 

Orerdistended  rectum  may  interfere  with  delivery  of 
head,  but  an  enema  will  correct  the  condition. 

Cystocele  and  rectocele  complicate  labor  only  if  t 
become  incarcerated  and  edematous  from  pressure.  If  I 
forceps  is  the  remedy.  Usually  labor  is  extraordinarily  e 
after  [he  head  has  passed  through  the  cervix,' due  to  lack 
resislance. 

Atresia  of  the  vagina  is  never  complete  or  pregnancj-  \ 
be  impossible.  There  is  always  a  sinus,  however  small  a. 
tortuous,  communicating  with  the  cervix.  The  canal  ( 
usually  be  dilated  by  melal  or  hydrostatic  dilators,  with 
without  deep  longitudinal  incisions.  In  some  cases,  especia 
those  due  lo  extensive  cicatrices  from  previous  inflammatl 
cesarean  seciion  may  lie  required. 

Septa  of  the  vagina  are  most  often  transverse,  and  if: 
obstruction  to  dcUvery,  can  l>e  divided  between  two  ligf..™ 
If  longitudinal,  they  are  cut  in  several  pUces,  and  the  sl^ 
^emorrhage  controlled  by  sutures. 


Dystocia  die  to  the  maternal  soft  pakts 
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s  common  in  primiparsc,  particularly  after 
:  of  thirty-five;  it  is  also  often  due  in  tnultiparjE  to 
s  plastic  operations.  If  the  head  is  stationary  on  the 
neum  for  more  than  one  hour,  forceps  is  indicated.  The 
rt  Sawj-er  forceps  is  usually  sufficient.  More  than  one 
r's  delay  is  dangerous,  both  on  account  of  the  pressure  on 

Ed's  head  and  the  danger  to  the  mother,  from  straining, 
dilatation  of  the  heart. 
ia  of  the  cervix  is  most  commonly  caused  by 
TOperly  performed  repair  of  laceration.  The  opening  of  the 
rical  canal  is  often  situated  far  to  one  side,  near  the  vaginal 
lit.  The  site  of  the  normal  orifice  can  always  be  seen  or 
,  and  a  small  opening  should  be  made  in  the  center.  The 
:her  dilatation  of  the  canal  proceeds  rapidly.  If  there  ia 
ch  cicatricial  infiltration,  multiple  incisions  of  the  cervix 
y  be  required. 

tigidity  of  the  cervix  is  common,  to  a  greater  or  tesserdegree, 
all  primiparfE.  It  is  not  often  excessive  before  the  age  of 
rty-five.  It  is  due  also,  in  multiparE,  to  scars  of  previous 
^rations  for  repair  of  tears,  or  cicatricial  infiltration,  specific 
malignant.  The  sympioms  are  slow  dilatation  of  the  cervix, 
{Uie  thick  resistant  band  of  cer\'ical  tissue  which  can 
If  neglected,  the  thick,  edematous' cervix  will  some- 
ttear  completely  ofF — the  so-called  annular  detachment. 
atmenl  consists  in  first  allowing  plenty  of  time,  provided 
rvix  does  not  become  edematous.  Usually  it  is  not 
'  to  resort  to  artificial  means  of  dilatation.  Every 
BTt  should  be  made  to  preserve  the  membranes.  If  dila- 
ion  is  not  spontaneous,  it  may  be  secured  by  manual  diia- 
ion;  hydrostatic  dilatation  or  even  multiple  incisions, 
)uld  milder  methods  not  answer.  The  dilatation  of  the 
vii  by  the  application  of  forceps  and  traction  is  not  to  be 
ommended,  due  to  the  high  fetal  mortality.  Version  is  also 
be  avoided  in  cases  of  rigid  cervix.  If  the  cervix  becomes 
matou.i,  ant}  is  fairly  welt  dilated,  it  i?,  otlen  ^Q^^^Wc  \ci 
fthudiiautioa  by  pushing  the  cervix  bax^ism  Xlhc^iftaA., 
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during  ihe  paiss.  AD  unnecessary  or  prolonged  maiupulau^H 
should  be  avoided,  on  account  of  ihe  danger  of  infection.  i^| 
extreme  cases,  vaginal  cesarean  section  may  be  requira^| 
though  in  these  cases  the  danger  to  the  bladder  must  ^H 
remembered.  ^M 

Cancer  of  the  cervix  complicating  pregnancy  and  labcs^f 
rare.  When  it  occurs,  the  disease  is  considerably  agg^a^-aU^| 
The  chief  dangers  are  hemorrhage  (from  lacerations)  andsepi^J 
The  treatment  Is:  (i)  cauterization  uf  the  sloughing  ceryix;  ^H 
abdominal  cesarean  section;  (3)  panhysterectomy  (which  isc(^| 
siderably  complicated  by  hemorrhage).  The  prognosis.  duejH 
the  widely  dilated  vessels  and  lymph  spaces,  is  not  favoranfl 

Displacement  of  the  Utenis.^^  nterior  due  to  a  diastaas  ol 
the  recius  muscles,  and  an  extreme  anteversion  of  the  uterus'  I 
The  patient's  abdomen  is  very  pendulous  and  the  diagnoaiJ 
is  obvious.  S 

The  anteversion  of  the  uterus  prevents  the  engagement^! 
the  presenting  part  in  the  pelvic  inlet.  An  abdominal  bin^| 
restoring  the  uterus  to  proper  position  will  correct  the  diffic^^H 
and  labor  wiU  proceed  naturally.  ^H 

Backward. — Pregnancy  can  go  to  term  in  a  retrovolH 
uterus  only  by  extreme  overdistention  and  thinning  of  u9 
anterior  uterine  wall  (sacculation).  The  very  thin  anleriorl 
wall  can  be  palpated,  and  the  fetal  body  and  extremities  I 
are  very  distinct.  Vaginal  examination  will  show  the  liuct  I 
posterior  wall  of  the  uterus,  adherent  in  the  pelvis.  I 

Spontaneous  delivery  is  not  possible,  as  the  thin  anleriof  t 
wall  has  not  sufficient  contractile  power.  Rupture  of  the 
uterus  is  to  be  feared.  Dilatation  of  the  cervix  and  fotcep- 
{nol  version)  is  the  best  form  of  treatment.  Cesarean  seclii-'ii 
may  be  required,  if  the  wall  is  very  thin.  The  uterus  and 
vagina  must  always  be  packed  after  delivery,  as  the  danger  ci 
postpartum  hemorrhage  is  great. 

Prolapse  does  not  usually  complicate  labor.  If  the  cenis 
becomes  edematous,  forceps  and  countertraction  on  the  cervii 
is  required. 
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Tiulerior  Displacement  oj  the  Cervix.— In  many  primiparte, 
he  anterior  porlion  of  ihc  lower  uterine  segment  is  overdis- 
ended  by  pressure  of  the  head  from  above,  and  the  cer\'b£ 
i  drawn  up  posteriorly,  usually  eflfaced,  near  the  promontory 
if  the  sacrum.  In  the  ordinary  vaginal  examination,  the 
latient  appears  to  have  no  cervix.  In  labor  the  dilatation  of 
he  cervix  is  greatly  retarded,  or  even  arrested.  The  manage- 
nenl  is  easy.  Feel  high  up  near  the  promontory  for  Ihe  ex- 
emal  os,  hook  the  forefinger  in  the  os,  and  pull  down  during 
.  pain.  Three  or  four  tractive  efforts  are  usually  all  that  are 
leeded.  provided  the  cervix  is  effaced  and  pains  active. 

Labor  in  double  uterus  is  often  complicated  by  inertia 
.nd  postpartum  hemorrhage.  It  is  usually  necessary  to  Icrmi- 
late  the  labor  by  forceps,  and  often  to  pack  the  uterus  and 
vagina  for  profuse  bleeding.  A  puzzling  feature  is  the  feeling 
)f  an  undilated  cervix  in  labor,  if  the  non-pregnant  half  of 
.he  genital  canal  be  entered  by  the  examining  finger. 

Fibroid  Tumors  of  the  Uterus.— For  convenience,  the  com- 
plication of  fibroids  in  pregnancy,  labor  and  puerperium  will 
&e  considered  here. 

Fibroid  tumors  are  often  a  cause  of  sterility,  and  it  is  com- 
paratively rare  to  see  them  in  pregnancy  or  labor.  When 
they  co-«xist  with  pregnancy  they  complicate  the  pregnancy 
ty:  (i)  Rapid  growth,  due  to  the  increased  blood-supply; 
(3)  abortion;  (3}  hemorrhage;  {4)  excessive  pain;  (5)  malpres- 
entation  of  the  child  (transverse,  .;tc.). 

The  complication  in  labor  depends  upon  the  situation  of  the 
fibroid  and  its  size.  If  it  Is  situated  above  the  pelvic  brim, 
and  does  not  become  incarcerated  in  the  pelvis,  it  will  not  be 
an  obstruction  and  the  only  complications  are  those  due  to 
ils  presence,  such  as  placenta  previa,  inertia,  malposition  of 
lb  diild  or  rupture  of  the  uterus.  If  it  is  impacted  in  the 
pdvis,  it  is  very  likely  to  cause  serious  obstruction,  although 
ft  fibroid  which  no  amount  of  pushing  could  dislodge  from  the 
IKlvis  is  not  unlikely  to  be  pulled  up  above  the  biita  ^  l\vt 
uterine   contractions,   if  suffiicieni  Ume  \ie  ^n«&^ 
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Fibroids  complicate  the  puerper^ 
puerperal  iiemorrhage,  and  infect 

Management. — Fibroid  tumors 
require  treatment.     For  excessiv 
rapid  growth  they  may  have  to  bi 
invariably  means  the  terminatio 
be  let  alone  if  possible. 

In  labor,  the  treatment  depent 
If  above  the  pelvic  brim,  they  u 
If  imiKicU'il  in  llit  pi-'lvis.  andare 

n 

CIA                                             ■ 

ium  by:  (i)  Postpartum  0 
ion. 

in  pregnancy  do  not  ofte! 
fe  pain  or  bleeding  or  ver 
e  removed,  but  as  this  almos 
n  of  pregnancy,  ihey  shoud 

Is  upon  the  position  and  sia 
sually  require  no  Ireatmeni 
asonable  wait  has  not  secure 

1 

^           Plc,   104  — Tho   u«-   .if   a    chair  in   bi-.i.   10  scctirf   ihi-   Tn-nadcnhiit 
H                                                                 pusidon.      {De  Lee.) 

H         their  spontaneous  dislodgment,  the  patient  should  be  placei 
H         in  the  Trendelenburg  posture,  etherized,  the  fibroid  pushei 
1         out  of  the  pelvis,  if  possible,  and  the  child  delivered  will 
H         forceps.     In  this  case,  care  must  be  taken  to  see  that  the  foi 
H         ceps  are  applied  to  the  head  and  not  to  the  fibroid — a  misiak 
H         not  difficult  to  make.     If  it  is  impossible  to  push  the  fibroid  ou 
^L      of  the  pelvis,  abdominal  cesarean  section  is  required,  followe 
^^r    jby  myomectomy  or  hysterectomy— the   former  if  possibli 
^H^^^  ifie  puerperium,  a  6bvo\d  &Wou\iV.e\c^.  a\fixi.c,'m.\.?ss  ihet 
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■cessive  bleeding  or  fever.     In  either  case  its  removal,  by 
fcerectomy  or  myomectomy,  is  indicated. 
regnosis. — The  average  mortality  tor  the  mother  has  been 
ler  cent.;  tor  the  child  70  per  cent.     With  rca.sonable  care 
■Rnagement,  these  figures  are  much  too  high. 
parian   cysts  complicate  pregnancy  Ijy  a  rapid  growth, 
JBsive  pain  or  by  twist  on  the  pedicle.     The  abdomen  is 
ifiy  excessively  distended,  and  this  is  the  chief  discomfort 
B^nancy.     The  other  compHcations  are  rare. 
«ts  complicate  labor  depending  on  their  size  and  position, 
cyst  is  in  the  upper  abdomen,  it  does  not  cause  obstruc- 
Xd  the  pelvis,  it  is  usually  a  complete  obstruction,  unless 
(ures  from  pressure. 

•.puerperium  may  be  complicated  by:  (1)  Twist  on  the 
(i)  inlracystic  bleeding;  (3)  infection;  (4)  intestinal 
BdOO. 

agement. — If  the  cyst  is  discovered  prior  to  the  sixth 
of  pregnancy,  it  is  wise  to  remove  iL  This  can  be 
ithout  a  greater  percentage  of  miscarriage  than  normal 
cent.)  and  the  great  danger  of  Iwist  on  the  pedicle  is 
I.  If  seen  after  the  sixth  month,  the  patient  should  be 
.  to  go  to  term,  unless  abdominal  distention  is  unbear- 
the  cyst  twists  on  its  pedicle. 
lobor-~-m  the  upper  abdomen  no  treatment  is  needed, 
lysts  impacted  in  the  pelvis,  spontaneous  dislodgment  does 
occur.  Choice  of  treatment  lies  between;  (i)  Vaginal 
on  and  removal  of  the  cyst;  (1)  tapping;  (3)  abdominal 
Kan  section. 

ginal  section  is  not  to  be  recommended,  because  of  its 
Wtyandthedanger  of  infection.  Tapping  is  bad,  because: 
Phe  cyst  may  be  multilocular  and  hence  imperfectly 
fed;  {2)  hemorrhage;  (3)  sepsis;  (4)  the  possibility  of 
eing  a  dermoid  and  the  consequent  risk  of  peritonitis. 
Ininal  cesarean  section  with  removal  of  the  cyst  b  the 
breatmeni. 
0e  puet^ium,  a  cyst  is  most  likely  to  t"«ia\.  UV'^^  ^^ 


pedicle.    It  should  therefore  be  removed  forty-eight 
after  delivery,  to  forestall  this  and  all  other  accidents. 

Prognosis. — Maternal  mortality  has  averaged  25  to  50  [n. 
cent.,  depending  upon  the  form  of  treatment.  Fetal  mortality 
is  66  pet  cent.  These  figures  should  be  very  much  reduced 
with  intelligent  management. 

Effect  of  Age  on  Labor.— Labor  is  easiest  between  the  agesrf 
eighteen  to  twenty-five,  Added  years  bring  usually  rigid 
cervix,  inertia,  eclampsia,  abnormal  presentations  and  the 
much  greater  likelihood  of  lacerations.  There  are  exceptions 
to  the  rule,  but  nearly  always  labor  after  the  age  of  thirty-five 
is  a  serious  affair,  and  spontaneous  delivery  is  the  exception. 

DYSTOCIA  DUE  TO  THE  FETUS  AND  ITS  APPENDAGES 

Overgrowth  is  not  uncommon.  The  heaviest  child  on  record 
weighed  aS'*-^  pounds^ts  mother  being  a  circus  freak, 
feet,  nine  and  one-half  inches  tall  (the  Nova  Scotia 
Weights  of  twenty-five,  twenty-three,  twenty-two  pounds  and 
less  have  been  reported.  Any  child  weighing  over  eleven 
pounds  is  almost  sure  to  cause  se\'ere  dystocia. 

Causes. — (i)  Prolongation  of  pregnancy;  (i)  multiparit)' 
(successive  children  increasing  in  size);  {3)  large  parents;  14 
overeating  during  pregnancy. 

Diagnosis. — Unless  the  child  is  gigantic,  overdistention  u. 
the  abdomen  is  not  the  rule.  This  symptom  with  a  lack  oi 
fluctuation  will  exclude  hydramnios,  and  Iwins  can  be  diag- 
nosed with  considerable  certainty  by  the  x-TAy.  Antepar- 
tum fetometry  will  show  the  size  and  hardness  of  the  leial 
head,  and  especially  its  relation  to  the  pelvic  inlet,  the  size  d 
which  is  known.     The  diagnosis  is  not  always  easy. 

Difficulties. — (i)  The  large  and  usually  hard  head  is  often 
easier  to  deliver  than  the  shoulders.  With  these  comes  the 
greatest  difficulty.  Many  children  die  in  labor,  from  asphyxia 
or  injuries.  Birth  palsies  involving  the  cervical  nerves  and 
brachial  plexus  are  common. 
Afanagement. — If  the  pal\ent\s  ai!»u\5^wtt\»So«w,«afs^ 
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!tefi  be  avoided  by  antepartum  tetometrj'  and  induction 
•'  ■  ri;mature  labor.    If  a  patient  has  a  history  of  very  large 

■  Iren.  she  should  never  be  allowed  to  go  beyond  term  or 
iTi   10  full   term.     If  the  head  will  enter  the  pelvic  inlet,  it 

an  g^ualty  be  delivered  by  forceps,  or  even  spontaneously;  the 

dimcuky  with  the  shoulders  may  be  met  by  trying  to  rotate 

them   into  a  favorable  diameter;  bringing  down  the  arm  and 

-  -jlder  easiest  to  reach  by   hooking    the   forefinger  in  the 

13,  even   fracturing  the  arm  if  necessary;  traction  on  the 

■!.  by  a  towel  placed  around  it  rather  than  traction  on  the 

i'i;  cleidotomy  {cutting  one  or  both  clavicles)  and  finally 

■  ;ii}tomy  to  save  the  perineum. 

it  is  sometimes  necessary  to  morceilate  a  gigantic  child,  but 
Si-  is  n  formidable  procedure. 

li  the  head  will  not  enter  the  superior  strait,  cesarean 
.:Uon  is  required. 

Version,  for  an  overgrown  child,  should  not  be  considered, 
'>rn  in  muUiparK. 

Premature  ossification  of  the  cranium  robs  the  cranial 
'  'ncs  of  their  normal  power  of  overlapping  and  moulding.  If 
^c  head  »-ill  enter  the  pelvic  inlet,  it  can  be  delivered  with 

rieps.     If  not,  cesarean  section  is  required. 

Hydrocephalus  is  not  uncommon.  The  most  common 
■^u^  is  sj'philis — though  many  cases  occur  without  demon- 
':jl/!e  cause.  It  isoftenassociated  with  other  malformations, 
!<'>?!  commsniy  spina  bifida. 

Ejfrct  on  Pregnancy. — The  child  frequently  dies,  hence 
prfgnancy  is  often  prematurely  interrupted.  About  one- 
third  of  the  cases  present  by  breech.  Spontaneous  rupture 
rftbc  uterus  is  not  infrequent. 

£/«/  upon  Labor. — A  small  hydrocephalus  may  be  delivered 
^Jonlaneously.  Even  a  very  large  head,  if  not  tense,  n 
iBouM  and  descend  the  canal.  During  labor  the  head  may 
rapture  and  the  fluid  be  discharged.  Most  commonly,  how- 
ever, hydrocephalus  presents  an  insuperable  bar  to  spontane- 
ws  delivery. 


iresitjoA 

I  ife  kad  is  ki^f— the  cystic  feel;  Uu 
I  bcEKS  (cnaioUbcs);  the  mde  sul 

:  Ar  4Sagaaas  r»sy.    In  mixicrale 
r  to  iascn  ike  IuimI  in  the  lower  uteri 
.  aod  palpKie  tbe  bead  as  a' 


Pic  105. — Section    through    a    large    hydrocephkliG   fetuh  i 
how  the  head  can  dangeromly  overdistend  the  lower  mouib  ■ 

If  a  woman  is  in  lattor  over  two  hour3  in  the  seoHtdstaf 

active  pains,  no  engagement  of  the  head  and  no  obvious 

for  the  non-engagement,  hydrt>cc't>halus  must  be  suspet 

Diff^mtvU  Diagnosis.— Yxvixa.  \.W  mzk£&n.ted  soft 
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■ 

dead  child.    This  latter  is  not  much  if  at  all   enlarged, 
the  liquor  amnii  discharged  when  the  membranes  are 
turedy  is  red. 

Treaimeni. — ^If  the  child  is  bom  spontaneously,  it  will 
y  die  shortly.  If  it  is  deemed  a  fair  risk,  the  spinal 
1  may  be  drained  through  the  body  of  one  of  the  lumbar 
ftrtebrse,  by  a  canula,  into  the  retroperitoneal  space.  Even 
fairly  large  heads  may  be  so  drained,  and  with  further  experi- 
ence as  to  the  permanent  results,  cesarean  section  may 
have  a  place  in  the  treatment  of  hydrocephalus.  Usually, 
'  Iwwever,  the  child  cannot  be  considered,  and  craniotomy  is  re- 
quired. The  head  may  be  punctured  and  labor  allowed  to 
terminate  naturally,  or  the  child  may  be  extracted  with  the 
cranioclast  (see  obstetric  operations).  If  it  is  presenting  by 
the  breech,  the  aftercoming  head  may  be  tapped  through 
the  foramen  magnum,  roof  of  the  mouth  or  behind  the 
car — ordinary  long,  sharp-pointed  curved  scissors  are  sufficient 
armamentarium.  If  the  child  has  a  spina  bifida,  the  cranium 
may  be  drained  through  the  spinal  canal. 

Twin  labors  are  usually  uncomplicated,  but  25  per  cent. 
show  some  abnormality.  The  greatest  danger  in  pregnancy 
fe  eclampsia  (ten  times  as  frequent);  the  greatest  dangers  in 
labor:  (i)  inertia  uteri;  (2)  malpresentation;  (3)  impaction  or 
locking  of  heads;  the  greatest  danger  after  delivery  is  post- 
partum hemorrhage. 

Presentation. — Most  common  is  both  heads  (49  per  cent.); 
next  head  and  breech  (32  per  cent.). 

Interval  between  delivery  should  be  only  a  few  minutes,  but 
not  more  than  one  hour.  A  longer  interval  is  due  to  mis- 
management. 

She  of  twins  is  usually  slightly  under  the  normal,  and  they 
are  rarely  exactly  of  the  same  weight.  Six  pounds  and  live 
and  a  half  is  about  the  average. 

Ikte  of  Labor. — On  account  of  the  overdistention  of  the 
ntenis,  twins  are  commonly  born  two  or  three  weeks  ahead 
of  the  calculated  date. 


-■«■•."  »» 


r    I' 


...  » 


%c.    . 


•       «  •  I . 


CI'  1 1 1  I  ■  ■  ■ 


r  iraiis:   "a 

s  i:*£  3ur  :ai* 

:Lr  2X3t  tha 
.lie  :e  rat  ":er 

i  r  nor  iiznrt 


^     •  .''- 


^^^   ■■■!  "  "  -  ^  I  ^  1  .  ^"^ 

?"."■*.         -7::*   ft' J.,  r.  "'jJ.~"  ^  2i!ri-  "Jie  !^a.iir!ijl  i 
,'.■:..  ^  j-f-.  .-•  .-ji.-  _::  ws.z  v.  '.^rs:^.     H;-:r"ijrz:i:s  :c  :ne  f* 

'..*  ' :.A\  :■: '  -.  -  v.  ^:'. - . i.-  ■  T .r.  ■. f  Li : •; r.  C:^ ^.-awJ  r^ry^ ^:j 
>.  "^  '/,-.•.;.'.',.-,  r.'  v.-  :.-=:•'- -^7. -.ly '-esf  in-f  iiz-i;  the  hand 
-:/ '  ;: : ::.  *,^A'j-\  \.\  \T=-:-t':,\  r-,*-ii::-.  izi  ::  -^^  be  necessai 

*  • 

l'ft\tnlnlxon\  of  Ih^,  L'rrMlkzi:  zre  manaee-d  like  a  iran>> 
lit*  .<  fi t;i  J  I'/fi,  «:xo;jit  thiat  if  the  child  is  dead,  e^^scerati( 

Ahfli/ftiJiml    cmlargements    of    the    fetus,    overdistei 
////i/////'A^   iiiuhnXf   yv\\v.rA\   anasarca,  ^^vcj^xk.  kidneys- 


Di-STOCIA  DUE  TO  JETUS  ANP  ITS  APPENDAGES 


f^'iiire  puncture  of  the  abdomen  and,  except  the  bladder, 
i  ration  as  well. 
»loQ3ters  are  a  law  unto  themselves.  Loosely  joined  mon- 
..>  (like  the  Siamese  twins)  may  be  bom  spontaneously; 
i^ierauve  interference  is  almost  always  required,  either  dis- 
Bcmbcrment  or  cesarean  section.  The  commonest  of  all 
inonslers — anencephalus — is  always  born  spontaneously. 

Prolapse    of   the    tmibilical 

eofd  (funisl  is  not  uncommon; 

'lie   ciimmonest  lime  for  it  to 

:r   is  just  after  the  mem- 

iji     rupture.    Hence    it 

M  be  the  rule  to  examine 

i:iiient    at    this    time.     It 

jr;  once  in  about  four  hun- 

'-'.  Lases. 

.'■■■rw  of  Prolapse.— (j)  Or- 
.vhcre  the  cord  liesbetwecn 
head  and  pelvic  wall,  but 
md  the  reach  of  ordinary 
iminalions.  This  is  one 
i>r  thai  explains  stillbirth  in 

iTjal    easy    delivery    or    in    easy    forceps    operations.     (2) 

"'!\'i»g — palpable  through  the  os,  but  inside  the  membranes. 

'..'omplete  prolapse  into  the  vagina  or  even  outside  the 


r  of  the  urobilica 


i.iwlogy. — Most  commonly  seen  in  flat  pelves,  where  the 
-.uiil  does  not  accurately  fill  the  pelvic  inlet.  Also  in  malprcs- 
tnUlions,  marginal  placenta  prasvia  and  breech  presentations 
(in  these  lauer  it  is  not  serious), 

Dangm. — To  the  mother,  none;  to  the  child,  grave  danger 
of  asphyxia.  The  most  dangerous  position  of  the  cord  is 
WerioT.  The  mortality  to  the  child  is  forty  to  fifty  per  cent. 
"1  the  artificially  delivered  cases;  eighty  per  cent,  in  those 
'delivered  spontaneously. 

IHa^nosis. — Jf  nothing  can  be  felt  by  a  vaginal  exatmiilNioTi, 
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and  the  heart  beats  are  found  to  sink  to  50  or  60  a  minute 
during  the  pain  and  rebound  to  normal  afterward,  occult 
prolapse  should  be  suspected,  and  if  this  slowing  of  ihc  fetal 
heart  is  repeated,  with  every  pain,  rapid  delivery,  as  soon  as 
dilatation  permits,  is  necessary  to  save  the  child,  Ther? 
should  be  no  difficulty  in  diagnosis  in  either  forelying  or  com- 
plete prolapse.  The  pulsating  cord  can  be  felt  and  in  the  latter 
case,  often  seen.  Only  the  veriest  tyro  will  mistake  it  i<v 
prolapse  of  the  intestines,  in  ruptured  uterus,  although  thai 
mistake  has  often  been  made.  Lack  of  pulsation  in  the  o^'' 
does  not  always  mean  that  the  child  is  dead. 

Treatment. — In  forelying  cord,  the  patient  is  placed  in  eii  ii' 
the  Trendelenburg  posture  (over  a  chair  upended  on  the  bed  ■  ■ 
the  knee-chest  position,  and  kept   there  until   dilatation 
complete.     As  long  as  the  membranes  are  unruptured,  dan^'  " 
to  the  child  is  slight.     When  dilatation  is  complete  (and  it  can 
be  hurried  by  hydrostatic  dilatation  of  the  cervix)  the  child 
should  be  delivered,  or  at  least  drawn  down  well  into  the  pelvic 
canal,  with  forceps,  with  the  patient  still  in  the  Trendelenbiir/ 
posture.     Then  she  can  be  placed  flat  in  bed. 

Complete  prolapse  is  best  treated  by  thoroughly  cleansit  .. 
the  cord  and  replacing  it  either  manually  or  with  a  repojiii' 
(manually  is  much  the  best).  The  patient  is  placed  in  li 
Trendelenburg  posture,  and  the  cervix  dilated  either  nlanuall^ 
or  with  a  metreurynter  (bag).  The  child  is  delivered  by  for- 
ceps or  version,  with  the  patient  still  in  the  TrendelenbuiJ 
position.  If  the  cervix  is  not  fully  dilated,  version  should  od 
be  attempted,  as  it  may  be  necessary  to  extract  the  child  U 
soon  as  the  version  is  performed.  Except  in  multipara  with 
roomy  pelves,  anesthesia  is  always  necessary. 

Cesarean  section  is  only  chosen  where  the  desire  of  the 
parents  for  a  living  child  outweighs  any  risk  lo  the  mother.  D 
the  child  is  dead,  spontaneous  delivery  should  be  awaited,  "[ 
unless  some  condition  on  the  mother's  part  demands  mon 
I  delivery.  In  such  a  case  craniotomy  (and  not  forcti' 
or  versioa)  is  the  method  Vo  be  Aoseii. 


DYSTOCIA  ore  to  fetus  and  its  appendages 

ftupture  of  the  cord  is  due  to:  (i)  Precipitate  delivery  in  the 
■  ;>osture,  where  the  cord  may  tear  loose  from  the  umbilical 
_.  or  more  commonly  break  about  H  inch  from  the  child's 
^men;  (a)  it  may  be  broken  by  efforts  to  free  it  from  around 
neck. 

-.  -uplured  cord  does  not  usually  bleed  excessively.    If  there 

.  ^^ump,  it  should  be  tied.     If  the  cord  has  been  torn  out  of 

ring,  the  bleeding  may  be  temporarily  controlled  by  pres- 

■■'.    Then  the  retracted  slump  is  pulled  out  of  the  umbilical 

"  .■  -.rith  a  tenaculum,  transfixed  with  a  sterile  safety-pin  and 

under  the  pin.     Transfixion  of  the  abdominal  walls  above 

'  lielow  the  umbilicus  is  not  to  be  recommended. 

Long  Cord. — An  excessively  long  cord  may  be  a  source  of 

iuiger  from  its  tendency  to  prolapse,  or  to  become  tangled 

mund  the  neck  and  extremities  and  secondarily  compressed. 

Short  Cord.^ — May  be  actually  short,  or  artificially  shortened 

bj-  coiling.    To  avoid  difficulty,  the  cord  must  be  at  least  25 

cm.  long,  to  reach  from  the  placental  site  lo  the  vulva. 

SympUrms. — If  in  the  second  stage  of  labor,  the  child's  head 
tecedes  after  each  pain,  if  the  patient  complains  of  a  dragging 
imsalion.  even  acute  pain,  over  the  placental  site,  and  if  there 
ka  marked  slowing  of  the  fetal  heart  during  each  pain,  a  short 
rard  may  be  suspected. 

Dongrrs.~{t)  Asphyxia;  (2)  ruptureof  cord;  (3)  premature 
ifciachment  of  the  placenta;  (4)  inversion  of  the  uterus. 

Trtaiment. — If  the  child's  heart  shows  dangerous  slowing, 
Ipiii  delivery  and  the  clamping  and  cutting  of  the  cord,  when 
i'  ran  be  reached,  as  soon  as  the  head  is  born. 
Early  Rupture  of  theMembraoes  {Dry  Labor). — It  the  mem- 
-^n's  are  prematurely  ruptured,  labor  does  not  always  begin. 
1.  1.  occurs  early  in  pregnancy  the  patient  may  go  to  term. 
Ordinarily,  labor  begins  within  three  or  four  days.  It  is  an 
undesirable  accident,  especially  in  primipara.  The  dilatation 
of  the  cervix  is  slower,  is  much  more  pain tui;artilicial  dilatation 
is  often  necessary.  There  is  danger  of  sepsis  from  excessive 
manipulation.     Forceps  deJivery  is  much  more  likely  '■o  ^ 
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needed.    As  soon  as  the  cervix   begins   to    be   edemati 
interference  is  mdicated. 

I^te  Rupture  of  the  Membranes. — Rarely  the  membnir 
are  so  tough  as  lo  retard  the  advance  of  the  head.  Artifidil 
rupture,  when  dilatation  of  the  cervix  is  complete  is  the  onlj 
treatment  required.  Occasionally  the  head  is  bom  with 
membranes  covering  it — -forming  a  "caul."  The  head  mosl 
be  freed  at  once  to  guard  against  asphyxia. 

DYSTOCIA  DUE  TO  ACCIDENTS  IN  LABOR 

Fracture  of  the  pelvis,  rupture  of  the  uterus  and  UcerS' 

tions  are  all  considered  under  the  chapter  on  injuries  of  the 

birth-canal. 

Hematoma  may  occur  anywhere  from  the  broad  ligament 
to  the  vulva,  most  commonly  in  one  labium  majus  and  ihc 
perineum.  Internal  hematomata  will  usually  be  diagnosed  by 
ordinary  bimanual  examination.  They  are  globular,  and  wll 
nearly  always  undergo  spontaneous  absorption.  They  may 
rupture  at  any  time,  with  severe  and  possibly  fatal  hcmorrhage- 

Hematomata  of  the  vulva  are  sausage  shaped,  purple  la 
color,  and  the  diagnosis  is  easy.  Unless  they  become  in- 
fected or  persistently  increase  in  size,  they  should  be  let  alone. 
If  opened,  the  incision  should  be  large  and  the  cavity 
packed  tight.  Any  bleeding  vessel  should  be  tied  but  the 
bleeding  is  usually  a  general  free  oozing. 

I  Inversion  of  the  uterus  is  the  rarest  of  all  accidents  in  labor. 
It  may  occur  either  before  or  after  the  delivery  of  the  placenta. 
It  is  commoner  in  primipara;,  and  may  occur  as  late  as  fifteen 
days  after  delivery.  It  may  be  complete,  or  incompleii 
(partial). 
Causes. — (i)  Hi-directed  eEForta  at  manual  separation  and 
extraction  of  adherent  placenta;  (2)  spontaneously  from 
weight  of  the  placenta  adherent  to  the  fundus,  coincid< 
with   relaxation  of  the  uterus;  (3)  traction  on  the  cord, 

k    extract  the  placenta;  (4)  traction  of  a  short  cord,  just  aft) 
delivery. 
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Symptoms. — (i)  Sudden,  profound  shock  after  delivery; 
(;)  the  inverted  uterus  fills  up  the  vagina,  to  the  vulvar  orifice 
Or  even  projects  from  the  vulva;  (3)  the  cervix  can  be  fell 
surrounding  ihe  upper  portion  of  ihe  uterus,  like  a  collar;  (4) 
the  bulk  of  the  fundus  cannot  be  felt  by  abdominal  palpation; 
(5J  a  deep  groove  can  befell  extending  across  what  remains 
of  the  fundus;  (6)  no  uterine  cavity  can  be  demonstrated  by 
a  sound.  Rectal  examination  may  be  used  to  feel  the  absence 
of  a  uterine  body. 


PiG.   107. — Mesial  section  lA  a  tnie  of  inversion  of  the  utMUS.      (Siuan.l 

Dijfcrenlial  diagnosis  from  a  fibroid  polyp  should  be  easy. 
In  this  case  the  body  of  the  uterus  can  be  felt,  the  distinguishing 
groove  is  absent;  the  uterine  cavity  can  be  demonstrated, 

Treatmenl, — Occasionally  spontaneous  reposition  occurs,  but 
should  not  be  awaited.  It  never  occurs  in  a  complete  inver- 
sion. No  delay  should  he  caused  by  waiting  for  the  patient 
to  recover  from  shock.  The  sooner  reposition  is  attempted, 
the  easier  it  is.  If  the  placenta  is  still  attached,  it  should  be 
removed.  The  whole  hand  is  inserted  in  the  vagina,  and  pres- 
:  made  upward,  forward  and  to  one  side,  to  escape  the 

maatory.    Pressure  is  made  near  the  cervbt  atvi  lievcT  w 


the  bulk  of  the  uterus.  If  the  cervix  is  torn  on  one  side,  pi 
sure  should  be  made  on  that  side.  The  uterus  is  thus  gradi 
curled  back  into  shape.  When  replaced,  the  uterus  and  va 
should  be  packed  with  gauze,  to  prevent  recurrence,  whi< 
removed  in  twenty-four  hours. 

If  reposition  is  delayed,  it  may  be  necessary  to  cut  the  ci 
to  permit  the  uterus  being  replaced.  This  should  neve 
necessary  if  reposition  is  begun  at  once.  The  cervix  is 
posteriorly,  the  uterus  replaced,  the  cervical  cut  repaired 
the  uterus  and  vagina  packed  to  prevent 
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Prognosis. — The  mortality   from   shock,   hemorrb^e, 
sepsis  is  high,  reported  series  giving  25  to  80  per  cent. 

Syncope. — Fainting  after  labor  is  not  uncommon,  an 
most  often  due  to  fatigue,  sudden  change  in  inlra-abdont 
pressure  and  profound  nervous  impressions..    Unless  t 
hemorrhage  or  embolism,  and  associated  with  air-hungei 
need  not  cause  alarm. 

Sudden  death  during  and  after  labor  is  caused  by 
holism,  hemorrhage,  rupture  of  the  uterus,  shock  from 
version  of  the  uterus,  and  acute  dilatation  of  the  bearL 
occurs  during  labor,  the  chM  latftV^  »K\\.\iia  more  than  a 
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Bntes.  living  children  have  been  delivered  as  loQg  as  two 
bonrs  after  the  mother's  death.  In  case  of  sudden  death, 
immediate  postmortem  cesarean  section  is  required,  and  the 
law  will  sustain  the  physician,  irrespective  of  family  consent, 
U  is  oot  necessary  to  listen  for  the  fetal  heart  sounds. 

Postmortem  delivery  sometimes  occurs.     It  is  due  to  ac- 
( imulation  of  gases  of  decomposition,  and  not  to  uterine  con- 
ic t  ions.     It  has  given  rise  to  unfounded  suspicion  of  burial 

Rupture  of  laiynx  and  trachea,  from  excessive  straining, 
1-  occurred.  It  h  not  serious,  and  the  resulting  emphysema 
'  '-U'l  dangerous.  Immediate  delivery,  by  forceps  or  version, 
J£  indicated. 

DYSTOOA  DtJE  TO  DISEASE 
is  fully  considered  under  the  toxemia  of  preg- 

iilar  disease  of  heart,  even  if  compensated,  is  a  serious 
Wter  in  labor.  Mitral  disease  is  the  most  serious.  The 
'paiieat  should  be  given  tincture  digitalis,  minims  lo  or  di- 
wien,  minims  5  or  digipuratum,  one  ampule  hypodermically, 
H'ery  three  hours  during  the  course  of  labor;  strychnin  sul- 
phate, gr.J'so  every  four  hours  during  labor;  all  straining  should 
be  avoided,  and  the  labor  terminated  with  forceps,  under  light 
anesthesia,  as  soon  as  the  cervix  is  sufRciently  dilated.  Should 
signs  of  broken  compensation  appear — cyanosis,  dyspnea, 
rapid  and  irregular  pulse— rapid  dilatation  of  the  cervix  and 
delivery  by  forceps  or  version  is  required.  Moderatt  bleeding 
after  delivery  is  not  to  be  checked,  as  it  is  beneficial,  often 
avdding  the  need  for  venesection.  The  latter  must  always 
bf  considered,  as  the  most  dangerous  time  as  directly  after 
dflivery.  due  to  the  extra  amount  of  blood  thrown  back  into 
Ihe  circulation,  with  the  cessation  of  the  function  of  the  pla- 
«nta.  If  no  signs  of  broken  compensation  appear,  the  prog- 
""^is  is  favorable;  otherwise  there  is  considerable  danger. 
»nd  these  patients  require  dose  watching  and  aie  qqV  ^te 
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for  some  weeks  atler  delivery.     Pleural  effusions  are 
in  puerperium. 

Acute  dilatadoa  of  the  heart,  from  straining,  is  aim 
to  be  feared  when  the  head  is  arrested  at  the  vulvar 
Should  the  head  not  advance  for  one-half  hour  after  tlu 
becomes  visible,  forceps  are  indicated.  The  sympK 
acute  dilalalioQ  are:  (i)  Shock;  (z)  cyanosb;  (3)  dyi 
(4)  rapid  and  irregular  pulse;  (5)  enlargement  of  the 
the  heart. 

The  treatment  is  immediate  delivery,   by   forceps 
anesthesia,  and  active  stimulation  with  digitalin  or  dig 
turn  (i  ampule)   strychnin,   camphorated   oil,  pituitrii 
oxygen . 

Tuberculosis  of  ttie  lungs  is  not  a  cause  of  dystocia, 
for  the  greater  likelihood  of  pulmonary  hemorrhage 
the  straining  of  the  second  stkge. 

Delivery  during  pneumonia,  typhoid  fever  or 
adynamic  diseases  is  likely  to  be  accompanied  by  pr( 
shock,  and  steps  must  be  taken  to  avoid  or  combat  the 


CHAPTER  Xn 
HEMORRHAGE 

CLASSIFICATION 

I.  Antepartum  or  in  Pregnancy. — (i)  Abortion;  (2)  pla- 
centa previa;  (3)  premature  separation  of  normally  situated 
placenta. 

n.  Intrapartum    or    in    Labor. — (i)  Placenta     praevia; 

(2)  premature    separation    of    normally   situated    placenta; 

(3)  lacerations  (including  rupture  of  the  uterus) ;  (4)  rupture  of 
hematoma. 

in.  Postpartum  (First  Twenty-four  Hours  after  Delivery) . — 
(i)  Relaxation  of  the  uterus;  (2)  lacerations;  (3)  retained  or 
adherent  placenta;  (4)  rupture  of  hematoma;  (5)  inversion  of 
utenis. 

IV.  Puerperal  (after  Twenty-four  Hours). — (i)  Relaxation 
of  the  uterus  (more  rarely);  (2)  retained  placenta,  membranes 
or  blood-clots;  (3)  dislodged  clots  at  placental  site;  (4) 
^placements  of  the  uterus;  (5)  puerperal  hematomata; 
(6)  tumors,  benign  or  malignant. 


ABORTION 

Abortion  has  been  discussed  under  the  "premature 
^rmination  of  pregnancy,"  but  for  the  sake  of  clearness, 
^e  control  of  the  hemorrhage  from  abortion  will  be  reviewed 
briefly. 

"^eatened  abortion  causes  bleeding  that  is  never  dangerous, 
ft  can  be  controlled  by  rest,  and  not  by  packing  the  vagina,  as 
^^  latter  tends  to  make  the  abortion  inevitable. 

The  bleeding  from  inevitable  abortion  is  checked  by  packing 
^  Vagina  alone,  if  the  os  is  not  dilated.    If  dilated,  aa^  ^x^ 
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truding  or  presenting  portions  of  the  ovum  should  be  n 
and  both  uterus  and  vagina  packed  for  twelve  to  twenty-foi 
hours.    The  bleeding  from  incomplete  abortion  may  be  v 
'serious.    If  the  patient's  condition  permits  it,  the  ulerusl 
emptied  and  both  uterus  and  vagina  packed  for  twelve  t 
twenty-four  hours.     If  her  condition  is  too  serious  for  im: 
diate  interference,  pack  both  uterus  and  vagina  and  r 
the  remains  of  the  ovum,  with  the  packing,  twenty-four  1 
later,  after  she  has  reacted  from  her  primary  shock. 

PLACENTA  PREVIA  (UNAVOIDABLE  HEMORRHAGE) 


Placenta  pracvia  is  the  development,  wholly  or  in  part,  d 
the  placenta  in  the  lower  uterine  segment — the  dilatable  por- 
tion of  the  uterus  in  labor. 

Frequency. — On  an  average  once  In  looo  cases  (series  vnTy 
from  1-1500  to  i-joo  cases),  and  ten  times  as  frequently  in 
multiparx  as  in  primiparie. 

Causes. — ^Low  attachment  of  the  ovum,  due  probably  to  s 
pre-existing  endometritis,  at  or  near  the  internal  os  uterL 

Varieties. — (i)  Central  (the  most  dangerous,  but  occuning 
in  less  than  one-fifth  of  the  cases)  where  the  center  of  the  pin- 
cenU  is  approximately  over  the  internal  os;  (2)  parlial  (the 
most  frequent  of  the  serious  forms)  where  the  os  is  entirely 
covered,  the  placenta  attached  on  both  sides,  but  the  bulk  of  ilic 
organ  is  to  the  right  (usually);  (3)  marginal,  where  a  flap "' 
placenta  extends  over  the  os,  but  is  not  attached  on  the  f;ir 
side;  (4)  lateral,  where  the  edge  of  the  placenta  comes, nearly 
or  quite  to  the  edge  of  the  canal. 

Marginal  and  lateral  placenta  prtevia  are  the  commonc^i 
varieties,  and  the  least  serious. 

Symptoms. — (i)  Sudden,  causeless,  painless,  profuse  bleed- 
ing, occurring  at  any  time  in  pregnancy,  from  the  third  monih 
in,  but  most  frequently  in  the  seventh  and  eighth  monlli'^ 
jTAe  bleeding  tends,  natutaWy,  to  \T\cTeaafc  as.  i-Ke  ijatient  nt-u- 
A    continuous,    slight    4i\\Ai\vr?,   oV  \ij»A^ 
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idium  sanguinis.  The  more  nearly  ccnlral  the  placenta, 
the  more  severe  and  the  earlier  the  onset  of  the  bleeding,  as  a 
rule. 

—ii)  Usually  the  cervix  is  soft  and  boggy,  and  the  os  is  sume- 
t  dilated. 


3  of  ph 


)  Through  the  os  can  be  felt  the  rough  maternal  surface 
t  placenta. 

erential    diagnosis   from   premature   separation   of   a 
a!/y  situated  placenta. 


HEMORRHAGE 


Placenia  Prima 
IS  any  lime  in  pregnancy. 


f.  3,  Uterus  does  not  become  tense. 
4.  Extental  hemorrhage  profuse. 

S-  Symptoms  proportionate  tn  loss 
at  blood. 

6.  Os  patulous  or  dilated. 

7.  Placenta  can  be  felt. 

B.  Petal     movements    and    heart- 
sounds  usually  unchanged. 


Prcmalure  Separaltet 

1.  Begins  in  last  month  c 

2.  Pam  at  placental  site,  I. 

coming  general. 

3.  Uterus  tense. 

4.  External     hemorrhage     usiullf 
slight. 

5.  Symptoms  mot«  severe  than  tea  | 
o[  blood  would  MpUin. 

b.  Os  not  dilated,  unless  in  labor. 
7.  Placenta  cannot  be  felt. 
S.  Fetal   heart-sounds    and   I 
•ments  usually  dbappear. 


Prognosis. — The  frequency  of  abortion  or  miscarriage  i^ 
about  60  per  cent.  Usually  slight  hemorrhage  in  labor  is  more 
severely  felt  by  the  patient,  due  to  the  blood  already  loslii 
pregnancy.  The  maternal  mortality  averages  about  eight  fl 
ten  per  cent;  the  fetal  mortality  about  fifty-five  to  sixty  [ 
cent.  The  chief  dangers  to  the  mother  are  hemorrhage  anS''n 
sepsis^the  latter  from  manipulations  required  in  delivery  aii'l 
the  accessibility  of  the  placental  site. 

Treatment. — Prior  to  the  seventh  month  of  pregnancy,  tin- 
bleeding  is  so  rarely  serious,  that  it  is  justifiable  to  adopt  an 
expectant  policy,  but  only  where  the  patient  is  so  situated  thai 
she  can  be  reached  without  delay,  should  serious  hemorrhage: 
begin.  A  patient  wilh  placenta  prievia  is  safe  only  in  a 
hospital,  and  is  not  safe  in  her  o-xa  home. 

Prior  to  the  seventh  month,  if  moderate  bleeding  occurs,  it 
can  usually  be  checked  by  putting  the  patient  to  bed,  at  com- 
plete rest.  If  severe  bleeding  occurs,  and  the  os  is  not  dilated, 
it  can  be  checked  by  a  firm  vaginal  tampon,  of  sterile  gauze. 

Technic  of  Facking.^{i)  The  patient  is  placed  across  the 
I  bed,  with  her  hips  over  the  edge,  her  feet  on  two  chairs.     (2) 
;  perineum  b   retracled    with    a    Sims'    speculum. 

k  is  packed  firmly  wilh  sterile  gauze,  preferably  ii 
'     1  as  UghVAy  as  ^o&sv\i\ft,  csijwisia^j  \si.'^ 
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ipper  part  of  the  vagina.     (4)  A  large  thick  square  of  sterile 
gttize  is  placed  over  the  vulva,  and  is  held  in  place  by  a  T 
bandage. 
Trf^ment  at  Seventh  Month. — ^The  danger  of  fatal  heinor- 
hage  is  now  so  great — the   child    being  also  viable — that 


properly  packed  with 


iniluf  tion  of  labor  is  advisable.     In  cenlrat  and  partial  placenta 
i.1  the  technic  is  as  follows: 
The  patient  is  placed  in  tbe  lithotomy  position  on  an 
^>,:ating  table  and  anesthetized. 

(1)  The  physidan  prepares  himself  as  carefully  as  to  hands, 
mm  and  gloves  as  for  a  major  operation. 


966  iikuurkilm:)': 

(3)  Insert  one  hand  in  ihe  vagina,  after  thorough  \ 
cleansing  with  tincture  of  green  soap,  hot  water,  lysot  si 
(one  dram  to  two  pints). 

(4)  Dilate  the  cervix  manually,  inserting  one  finger  a 
another  until  the  cervix  can  be  stretched  over  the  knucUl 

(5}  Feel  on  thu  paticnl-s  left  side  for  the  edge  of  the  plac 
rupture  the  menilir.mi'^.  iir:i^\>  \hv  antcriur  li'g,  purfurra  podali^ 


^^ 


,   after  pudatic 


(D«  Lti.) 


I 


version,  and  pull  the  leg  down  until  the  knee  is  outside  1 
vulva  {showing  that  the  breech  is  impacted  in  the  cer\n 
(6)  Withdraw  the  anesthetic,  and  wait  one  to  two  hour- 
for  further  dilatation,  delivering  the  child  as  an  ordinari 
breech  presentation.  Unless  the  physician  is  confident  J 
his  ability  to  perform  the  dilatation  and  version  quickly,  i 
bad  better  not  attempt  it,  as  \i\U\l  the  breech  is  impactnl 
tbc  cervix,  the  hemorrhage  is  ve^v  p^^AMat.   \^^»&^  ^Uv 
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when  ihe  breccli  is  impacted,  buL  Uie  patient 
fbe  closely  watched  for  signs  of  shocic  as,  sometimes  the 
ag  continues  internally  and  may  require  immediate 
Too  rapid  extraction  of  the  child  may  rupture  the 
iicr  uterine  segment,  and  this  rupture,  spontaneously,  is  tiot 
re. 

Utifjino/  and  lateral  placenta  prtevia  so  rarely  cause  bleed- 
ngii  this  lime,  that  they  need  not  be  considered  here. 


Management  of  Placenta  Prsevia  at  or  near  Full  Tenn. — 

n  ''nUral  or  partial  placenta  prxvia  have  not  given  symptoms 

'  Tc  this,  the  first  hemorrhage  is  always  sudden  and  very 

iLf^e.    It  may  be  temporarily  checked  by  vaginal  packing, 

^  .Uready  described.     When  the  physician  has  had  time  to 

take  adequate  preparations,  he  may  proceed  in  one  of  several 


B 


368 


BEUORKRAGE 


I 


(i)  Allow  the  child's  head  to  push  the  packing  out,  if  the 
patient  is  in  labor.  This  is  the  Wigand  treatnient,  is  reason- 
ably safe  for  the  mother  but  not  for  the  child. 

(2)  When  all  preparations  are  made,  proceed  as  descrihen 
in  the  induction  of  labor,  at  the  seventh  month,  although  thi- 
is  now  a  much  more  formidable  procedure,  and  should  noi  t"; 
attempted  except  in  multipara.  Much  longer  time  is  required 
for  safe  delivery  than  at  the  seventh  month. 

{3)  The  tnelreurynler  or  rubber  bag,  distended  with  sterilr 
water  and  placed  either  inside  or  oiUside  the  membranes. 
The  former  is  better.  The  method  is  difficult  of  application 
in  either  central  or  partial  placenta  prievia.  Gentle  traction 
(one-half  pound)  is  made  on  the  tube  until  the  bag  slip? 
through  the  cervix. 

(4)  The /orcc/>j,  after  the  cervix  is  sufficiently  dilated.  Can 
rarely,  if  ever,  be  used  in  central  or  partial  cases. 

(5)  Vaginal  cesarean  section  has  a  number  of  advocaUf, 
but  the  operation  is  difficult,  the  bleeding  is  very  severe,  and 
the  opieration  is  one  for  experts  in  a  well-equipped  hospital 
only. 

(6)  Abdominal  cesarean  section  has  a  well-defined  field.  It 
should  never  be  necessary  in  lateral  or  marginal  cases.  It 
is  indicated  in  central  placenta  previa  in  both  primipara; 
and  multiparte;  in  partial  placenta  previa  in  primiparfc;  and 
in  any  case  where  an  obstacle  exists  (contracted' pelvis,  ven' 
rigid  cervix,  etc.)  to  an  easy  vaginal  dehver>',  abdominsi 
cesarean  section  should  be  the  melhod  of  choice,  but  ncvet 
extraperitoneal  cesarean  section,  on  account  of  the  hemorrhage 
attending  the  incision  in  the  lower  uterine  segment. 

Treatment  of  Marginal  or  Lateral  Placenta  Preevis.— 
Many  cases  give  such  slight  bleeding  that  they  require  ri 
treatment.  If  bleeding  is  severe  enough  to  cause  alarm,  ■■' 
is  nearly  always  in  labor,  when  the  cervix  is  fairly  ni!: 
dilated,  and  can  be  controlled  as  follows: 

(i^  Simple  rupture  of  the  membranes,  to  allow  the  head  ti' 
id  and  make  pres?.ure,  \s  oiVen  coom^^ 
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(2)  The  metreurynter,  placed  inside  the  membranes  and 
listended  with  sterile  water. 

(3)  Forceps. 

(4)  Podalic  version — in  multiparas  only. 

Sfimulalion. — In  ordinary  cases,  no  stimulation  is  required 
efore  delivery,  but  during  delivery,  especially  by  podalic 
«rsion  it  may  be  needed.  Hypodermoclysis  of  500-rooo 
Ills  of  salt  solution,  intravenous  injection  of  a  similar  amount, 
r  transfusion  (preferably  by  the  sodium  citrate  method)  of 
50-750  mils  is  best,  because  the  patient  needs  fluid  in  the 
irctilation  to  replace  the  blood  lost,  rather  than  hypodermic 
titnulation.  In  very  severe  cases  it  may  be  required  to 
ock  the  vagina,  for  temporary  control  of  bleeding,  and  to 
erfonn  transfusion  (500  mils)  before  any  altempt-at  delivery 
an  be  made.  A/ter  delivery,  nearly  all  cases  require  stimula- 
ion — hypodermoclysis,  intravenous  injection  of  salt  solution, 
ransfusion,  hypodermics  of  digalen  TTlio  or  digipuratura  t 
binpule  every  three  hours;  strychnin  sulphat.  gr,  J^q  every 
lirce  hours;  nitroglycerin  gr,  Hoo  every  three  hours;  bandag- 
ng  extremities  and  external  heat,  and  after  reaction  has  set 
n,  a  hypodermic  of  J-4  grain  of  morphin,  to  control  the  rest- 
«ssness  of  the  acute  anemia. 

Cmilrol  of  Bleeding  after  Delivery. — Because  the  placental  site 
Is  in  the  lower  uterine  segment — the  dilated  and  paralyzed 
portion — the  greatest  danger  after  delivery  is  postpartum 
hemorrhage.  The  contraction  of  the  upper  portion  of  the 
uterus  has  little  influence  upon  the  source  of  the  bleeding. 
Hence  ergot  and  pituitrin  cannot  be  depended  upon  to  control 
bleeding.  Every  case  of  placenta  previa,  except  those  delivered 
by  abdominal  cesarean  section,  should  have  the  uterus  and  va- 
pna  tightly  packed  with  gauze  (further  supported  by  a  large 
pad  of  gauze  externally  and  a  T  binder)  for  at  least  twenty- 
four  hours  after  delivery.  No  matter  how  favorable  the  ap- 
pearance of  the  case  after  delivery,  the  precaution  should  not  be 
neglected.  Very  moderate  postpartum  hemorrhage,  in  addition 
to  (lie  blood  aJreac/y/ost  before  and  after  deUveryj'caa.'j^icV^'^- 
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Causes.— (i)  Traumatism:  falls;  coitus  in  the  last  monlh  c 
pregnancy;  jolting  of  a  carriage  or  automobile;  traction  ol 
short  cord.  (2)  Higii  maternal  blooci- pressure  in  toxemis 
(3)  Placental  or  decidual  disease.  Cases  often  occur  withoi 
any  demonstrable  cause,  and  the  accident  is  more  frequM 
in  mukipara?. 

Degree. — Eiilier  upper  or  lower  edge  of  the  placenta  may  t 
separated,  or  the  cenlrai  poi\Aoa  \i&  &&\&fdb«d,  with  a  lat| 


fma    behind  it,  or  rarely  the    entire    urfjan    may    be 

led.    The  bleeding  may  be  (i)  frank — escaping  cxler- 

but  never  without  some  retention  in  the  uterine  cavity 

))  concealed — by  the  center  or  upper  edge  of  the  pla- 

l>eing  detached;  or  by  the  cervix  being  blocked  by  tht- 

Ung  part  or  a  dot;  and  very  rarely  by  the  blood  flowing 

:he    amniotic    sac 

h   a  high    rupture 

membranes.     The 

ig  is  at  first  con- 
and    secondarily 

rank.     Only  about 

le  cases  show  any 

U  bleeding. 

ptoms. — Mild  CLiM 

ve  only  slight  p^in, 

IS  of  bleeding  and 
idition  is  recog- 
ly  by  the  expul- 
considerable 
<t  blood-clot  after 
:iita  is  expressed. 
Ileal   severe    case 

5ii  the  last  month 
,ncy  or  in  early 

■There   is   first 

pain  over  the  p la- 
site,    rapidly    be- 

I   diffuse   over  the 

ilterus.   The  uterus 

easingly  tense.     If 

llient  is  in  labor,  the  pains  become  less  effective,  and  arc 

Imasked  altogether  by  the  intense  constant  pain  of  the 

led  uterus.  The  patient  begins  to  show  the  signs  of 
bleeding — air-hunger,  rapid  pulse,  ringing  in  the  ears, 
\d  sweating.     There  is  moderate  exten\a\  Vi\es&i\?)  \^ 


1 14  — Mesial  sBClion  o(  a  rase  of 
lire  detachment,  ot  the  placenta. 
!  the  Urge  amount  o!  blocj.!  re- 

iti    ihi    utenne  cavity      (.Pixard 
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about  half  the  cases,  not   sufficient   in   amount    to  ei| 
the  visible  effects  of  hemorrhage. 

It  may  be  possible  to  feel  the  bulging  of  the  uterus  caus 
the  ret  rop  la  cental  clot. 

Differeotial  Diagnosis. — (i)  Diagnosis  from  placenta 
has  been  given  under  that  head.  (2}  Rupture  of  Ike 
occurs  late  in  labor,  the  membranes  are  ruptured,  si 
immediate,  and  the  presenting  part  recedes,  even  in 
peritoneal  cavity.  Rupture  of  Ike  circular  sinus  0/  the  p 
cannot  be  diagnosed  from  premature  separation  of  thepla 
and  requires  tne  same  treatment. 

Prognosis.^With  complete  detachment  of  the  placen 
mortality  for  the  mother  is  50  per  cent.;  for  the  child  ( 
cent.  Partial  detachment  will  give  more  favorable  i 
greatly  dependent  upon  the  promptness  of  treatment  a 
skill  of  the  physician. 

Treatment — Vaginal  packing  is  useless  in  cootrolli 
hemorrhage.    The  chief  indication  is  to  deliver  the  i 
as  rapidly  as  consistent  with  a  minimum  of  shock, 
cervix  is  not  dilated,  but  is  soft  and  dilatable,  manual 
tation  and  podalic  version  or  forceps  will  give  the  best  n 
In  primiparas  with  a  rigid  cervix  or  in  any  case  where  a 
stacle  exists  to  an  easy  vaginal  delivery,  abdominal  C 
section  must  be  considered.     It  may  be  necessary  to  n 
the  uterus  to  control  the  persistent  bleeding. 

Vaginal  cesarean  section  is  more  difficult  but  in  mull 
at  least  is  indicated  where  the  cervix  is  the  main  obst 
deUvery. 

Ergot  and  piiuitrin  have  been  recommended,  but  are 
unsafe  until  after  the  child  is  delivered. 

Rupture  of  the  membranes  in  partial  cases,  excites  the  I 
to  effective  contractions  and  hastens  the  dilatation  t 
cervix.  If  dilatation  of  the  cervix  has  been  performec 
forceps  applied,  and  the  head  will  not  come  through  the  ( 
further  action  is  governed  by  the  patient's  condition. 
aJarimng,  time  can  be  lakcia  ioi  u\\fi.rou.ttent  tiacti 


=73 

forceps;  if  she  is  in  immment  danger,  craniolomy  is 
hdicaled. 

StimulalioH. — All  cases  of  premalure  detachment  of  the 
iJacenta  will  require  the  same  stimulation  as  placenta  prievia. 
Uter  delivery,  the  uterus  and  vagina  should  be  packed, 
bi  every  case,  as  a  preventive  of  postpartum  hemorrhage. 
Hemorrhage  from  rupture  of  die  uterus  is  controlled  in 
one  of  two  ways,  depending  upon  whether  the  rupture  of  the 
uterus  is  complete  or  incomplete. 

Complete  rupture  of  the  uterus  requires  abdominal  section 
ind  hysterectomy  below  the  site  of  the  tear. 

Incomplete  rupture  is  nearly  always  anterior,  under  the 
bladder.  The  bleeding  can  be  perfectly  controlled  by  packing 
the  lower  uterine  segment  and  the  vagina  with  sterile  or 
iodoform  gauze. 

Hemorrhage  from  rupture  of  a  hematoma  requires  packing 
inly,  unless  the  hematoma  is  in  the  layers  of  the  broad  liga- 
niiL-nt.  This  is  associated  with  rupture  of  the  uterus,  in  most 
cases,  and  requires  the  same  treatment. 

POSTPARTUM  HEMORRHAGE 
Postpartum  hemorrhage  is  the  name  given  to  any  hemor- 
rhage occurring  within  twenty-four  hours  after  the  delivery  of 
the  placenta,  but  by  usage  restricted  to  that  due  to  either: 
!i)  Relaxation  of  the  uterus  or  (a)  lacerations  of  the  birth- 
canal. 

The  pregnant  woman  b  fortified  against  a  loss  of  blood  by  an 
oversupplj',  so  that  a  loss  of  blood,  serious  to  a  non-pregnant 
Woman,  is  borne  without  symptoms.  She  is  normally  pro- 
tected against  bleeding  after  delivery  by:  (i)  The  high  fibrin 
content  of  the  blood  (favoring  rapid  clotting)  and  (a)  the  firm 
contraction  of  the  uterine  muscle. 

The  average  loss  of  blood  is  eight  to  ten  ounces  (300  gm.). 
An>'thing  up  to  one  pint  (500  gm.)  is  borne  without  symptoms, 
AH'.l  anything  over  one  pint  may  be  considered  patholopc 
ilihougba  loss  of  a  quart  (tooo  gm.)  is  usuaWy  ■««?\  \ioTO.t. 
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Causes  of  Relaxation  of  theUterus.— (i)  Fatigue  fromalcriL 
labor;  (z)  overstretching  o£  the  muscle,  due  lo  hydramnio-  ■ 
twins;  (3)  too  much  pituitrin  in  labor;  (4)  anesthesia  (chlnr. 
form  or  ether);  (5)  premature  extraction  of  the  placenU;  ' 
retention  of  portions  of  placenta  or  membranes,  (71  ! 
is  much  more  common  in  high  altitudes,  and  also  in  1: 
tropics. 

^mptoms. — (i)  Ezpulsion  of  blood,  in  jets,  of  a  few  ounces 
every  few  seconds,  and  more  rarely  a  continuous  Sow.  (; 
The  uterus  is  soft,  relaxed,  enlarged  and  distended  with  clots, 
and  is  difficult  to  outline  by  palpation  through  the  abdominal 
wall.  The  contrast  to  tiie  firm,  well-outlined  uterus  is  vesy 
marked.  (3)  If  the  loss  of  bkwd  is  sufficient,  the  constitu- 
tional signs  of  hemorrhage  appear — pallor,  rapid  pulse,  leaky 
skin  and  air-hunger  (yawning  or  sighing).  Rarely  there  is  a 
very  profuse  outpour  of  blood,  from  which  the  patient  may  !:■ 
in  a  few  minutes. 

Dfagaosis.~If  a  patient  is  bleeding  profusely  after  delivir . 
and  the  uterus  by  abdominal  examination,  is  hard  and  tiriri. 
the  bleeding  is  almost  surely  due  to  laceration.  If  the  uicru- 
is  soft  and  boggy  and  ill-defined,  the  bleeding  is  due  to  relaxa 
lion.  The  pulse  is  not  a  fair  guide  to  the  severity  of  /" 
hemorrhage.  It  may  remain  slow  and  full,  even  with  a  serim: 
hemorrhage,  and  then  suddenly  disappear. 

Treatment. — The  routine  treatment  of  postpartum  hemor-  I 
rhage  from  relaxation  of  the  uterus  is  as  follows:  ■ 

(i)  Remember  that  most  of  these  cases  are  easily  controlled  1 
and  do  not  get  alarmed. 

{2)  Give  hypodermically  or  intramuscularly  1  ampule 
pituitrin  and  2  of  aseptic  ergot  (or  30  minims  of  ergone). 

( j)  Remove  the  abdominal  binder,  if  applied,  and  knead  ' ! 
uterus  briskly. 

Most  cases  will  be  controlled  by  these  means  alone,  i 
anything  further  is  required:  l 

(4)  Make  sure  the  uterine  cavity  is  empty  of  blood-clols,  I 
placenta  or  membranes,  by  mseTtm^  \Ve  a«^l\c  f^M«4'^»^4 
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[ploring,   at   the  same   time  rotating  the  hand  somc- 
»t  roughly,  to  stimulate  the  musde  to  contract, 
)  Bimanual  compression  of  the  uterus,  by  one  hand  in  the 
na.  and  one  on  the  abdomen. 

6)  Very  hot  Intra-Uterme  douche  of  sterile  water,  120"  F. 

7)  Pack  the  uterus  and  vagina  with  sterile  gauze. 
'efhnk    of  Paffcifig. — (i) 
ient    is   arranged    across 

bed.   with    her   feet  on 
I    chairs,    and    her    hip^l 
r  the  edge  of  the  bed. 

2)  She  is  carefully 
insed,  and  the  cervLt 
ight  by  a  2  double  ten- 
ila  and  pulled  down. 

3)  With  Emmet  curet- 
nt  forceps,  a  long  strip  of 
rile  gauze  is  carried  into 
!  uterus,  up  to  the  fundus, 
c  gauze  is  then  packed  in, 
layers,  until  the  uterine 
("ity  is  full. 

[4)  The  vagina  is  packefl 
[b   similar  strip  and   ihe 
eking  is  held  ijibyavulvar 
d  and  T  bandage. 
(i)  Theenlire  packing  can 

removed  aflertwelve 
urs;  it  should  be  withdrawn  slowly,  over  a  period  of 
teen  or  twenty  minutes,  and  it  is  rarely  necessary  to  repack. 
Packing  is  the  surest  method  of  controllbg  the  bleeding. 
It  is  not  to  be  used  unnecessarily,  because  of  the  danger  of 
psis,  though  this  is  slight  if  the  technic  is  properly  carried 
^Styptics,  like  Honsel's  solution,  should  not  be  used. 
^■esuUing  clots  arc  firm  and  putrescible,  and  sepsis  is 
^B  lice  to  the  abdomen  or  vinegar  carried  in  \ivft  liV-tviivt 
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cavity  on  sterile  gauze  have  been  superseded  by  more  n)odeift>  ■ 
methods.  Very  obstinate  cases  are  someiimes  checked  lijr'j 
6rmly  packing  the  uterus,  and  closing  the  cervix  over  the 
by  temporary  sutures,  removed  in  twenty-four  hours, 
doubtful  if  this  method  has  any  advantage  over  the  cnmbi 
uterine  and  vaginal  packing,  held  in  by  a  T  bandage. 

Otherwise  uncontrollable  cases  have  been  slopped  by  t] 
Moraburg  bell— a  five-foot  length  of   rubber  tubing  placwl 


around  the  abdomen,  above  the  fundus  uteri,  and  pulled  tighi 
enough  to  stop  the  femoral  pulse.  This  method  has  some 
danger  of  shock,  is  excessively  jialnful,  and  may  injure  the 
intestines  or  kidneys  by  pressure.  It  has  no  advantage  ci\-er 
the  much  easier  and  more  rational  compression  of  the  aofr« 
by  the  clenched  fist. 

Faradism  of  (he  uterine  muscle  by  a  portable  electric  baue^' 
has  some  advocates,  bul  \s  bqi,  wotiK  while.     Xl  tglc^  sor.,'. 
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,  which  caa  ill  be  afforded,  lo  coanecl  the  apparatus,  and 
lere  is  great  risit  of  infection,  as  the  uterine  piole  is  in  the 
terine  cavity. 

No  physician  should  attend  a  labor  case  without  having  the 
lecessarj-  implements  for  packing  the  uterus,  sterile  gauze  for 
;racking.  the  apparatus  for  intravenous  injection  of  salt  solu- 
tion, and  a  properly  equipped  hypodermic  set. 

Stimultzlion. — Most  of  the  cases  will  be  controlled  before 
there  is  any  need  for  stimulation.  If  needed,  however,  the 
Gitme  stimulation  as  in  placenta  prsvia  is  indicated.  The 
patient  must  not  be  left  until  her  condition  is  satisfactory', 
iQd  danger  of  bleeding  past. 

Prognosis.— Death  from  hemorrhage  due  to  relaxation  of 
be  uterus  is  rare.  Severe  postpartum  hemorrhage  occurs  in 
bout  2  per  cent,  of  labors,  but  fatal  cases  not  oftener  than  one 
1  5000  labors.  A  greater  danger  is  septic  infection  from  too 
nthusiastic    intra-ulerine    manipulations,  with  questionable 


Lactation  is  often  delayed,  . 


■oiuiii 


1  ijf  the  uterus 


t' 


sfuse  bleeding  with  a  firmly  contracted  uterus  means, 
isually,  laceration.  This  is  particularly  likely  in  cases  of 
lUrried,  instrumental  delivery,  and  is  rare  in  spontaneous 
.eliveries,  that  were  not  precipitate.  The  hemorrhage  from 
icerations  is  usually  free  for  a  few  moments,  and  then  ceases 
pontaneously.  It  may  be  very  serious,  however,  and  some- 
imes  fatal. 

The  site  of  the  injury  is  most  commonly  on  the  anterior 
aginal  wall,  near  the  clitoris  and  urethra;  next  in  the  cervix, 
nd  least  commonly,  in  the  perineum. 

Diagnosis.— The  patient  is  placed  across  the  bed  with  her 
r  on  two  chairs,  her  hips  over  the  edge  ol  tlve\jei.    'SiWNs 
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srmlr.  iTsi  :be  area  around  the  ditoni 


-:  ;    .r^  :rr^  j=>  :i=ce,"^?i  ::c  tesr?:  :he  cenTx  is  examine^. 
:.'  -r:   .    ..—z^-t  ^eerijizi  :c  r-^^Z-ed  down  with  tenacul^^, 

-sZ  insoecvcd,  with  the  bivahr*" 
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:  fizii?  =cer^'r:r  bjailzr  up  ihe  anterior  \'agiiiilt: 

r 

— If  ire  rif!=>rcTt;ire  i?  no:  too  profuse,  mate 
r::   c   :^:^>_^  T--_:  i  rt-:*  ?c»:c£t,  for  a  few  minutes,  andi 
■.   .    .-*,—!■    ri-Ls;      I:  .:  ij?  i'^s-ning.  the  method  of  treat- 

JLTOgnx  "C^nL.  ViL  Gaans  and  Uietfm. — ^A  continuoas . 
,"•-  c-  ^  -~*  t:»:-li:^  rt:^**<:r>t  T::h  a  sponge  to  control  the- 
:.*-•-      ,-    •  -^-^       v-Jl  ri«-se  ibe  wound,  and  permanently- 


v«--.^-i.  .  ■-  >  '  -i  fiTi  :•:  iji-e  no?:  serious  tears,  and  the 
^  .   .\  .       •-    "    -:    -L-rer;  j.>  "rleeiiri:.     If  forceps  have  been 

.-—.:::   ii-i:^::.^::  and  enacement  of  the 

*,     ..  -  '-^     :'.■;- i  :."ir:u£h  :be  cer\-ical  muscle  into 

',   .'..-         .:    -      -^-.  :   :r.r ':r.\ii  liinan^.en  I  or  the  connective 

V- . ,  .  V.  *  ' ,  .J. ;. .- ; :  —  re  j.l.y  i.  r-r-ture  of  the  uterus.    This 

,\v     ^        •    v;   .-.  -.ijL-v  ri.r.  ■:e>:  "r«e  controlled  by  packing, 

■.    .    *'■  ,  :■  ..  >  .:"  :  vir.:y-:\'ur  hours.     If  the  cer\ix  is 

.  .         .':   .  .o;..-^  r.-iy  :>e  cor.: rolled  by  sutures  or 

V     .      .    w  .  V    .:.•.-.>-.:  :>.;  »rtr\:x  or.  :he  injured  side,  well  up 

■  .^  .   .'  %.;.    ;.    '. «_  :    v. ■.:1-:  5:erl!e  cauze — the  so-called  ring 

lu  :he  ivrineur::.  :\c-  *:>e-.:ir.c  is  r?.osi  likely  from  a  single 
\v'v>K-  .  .'.  •  .-  ■.  vV.  *.  .<  :  .•.-.  I: ::  is  a  cer.eral  ooze,  vaginal  pack- 
.:'.::  u  ;':•.  .;  \ ,:  x.-:  -.Vivi  .i:,:  T  bir.der  for  a  few  hours,  will  check 

I  r 
•  k  • 

Blee\iii\^  trx>m  netained  or  adherent  placenta  is  easily 
i'htvkcxi  S\  :ho  c\:^tc>s:o::  or  cx:rac:ion  of  the  placenta,  and 
I  ho  dv>>o  v»i  0:5:0:  should  r.o:  :v  repealed  until  the  placenta  is 
doUvorovi. 

Bleeding  from  inversion  of  the  uterus  cannot  be  checked 
uniil  the  uterus  is  rcplaccv\.    \\  \s  tvov  ^wom'^Vv  to  be  serious; 
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the  profound  shock  seen  in  these  cases  is  due  to  the  inversion, 
and  is  out  of  all  proportion  to  the  amount  of  blood  lost. 

PUERPERAL  HEMORRHAGE  (AFTER  TWENTY-FOUR  HOURS) 
Relaxation  of  the  uterus  is  uncommon  at  this  time  but  may 
occur  as  late  as  four  weeks  after  delivery.  The  bleeding  i.s 
controlled  as  already  described  under  postpartum  hemorrhage, 
except  that  these  late  hemorrhages  from  relaxation  almost 
invariably  require  packing  of  the  uterus  and  vagina. 

Retained  portions  of  the  placenta  or  membranes  do  not 
always  cause  bleeding.  When  they  do,  the  bleeding  is  likely  to 
be  moderate  in  amount,  and  serious  only  through  its  long  con- 
tinuance. Any  persistent  moderate  bleeding  after  delivery, 
without  obvious  cause,  should  indicate  exploration  of  the 
uterine  cavity.  Even  if  the  placenta  was  examined  after  its 
ejcpulsion,  and  found  entire,  a  placenta  succenturiata  may  have 
been  retained.  When  the  membranes  are  retained,  spontane- 
ous expulsion  within  forty-eight  hours  is  the  rule,  and  they 
rarely  justify  efforts  to  extract  them.  Copious  discharge  of 
blood-stained  serum,  with  occasional  clots,  nearly  always  in- 
dicates blood-clots  in  the  upper  vagina  or  uterus,  and  requires 
exploration  of  the  uterine  cavity.  The  bleeding  from  all  these 
causes  ceases  promptly  when  the  offending  tissue  is  removed. 
Dislodged  clots  at  the  placental  site  nearly  always  follow 
audden  exertion,  such  as  getting  up  too  soon.  The  bleeding 
is  very  sudden  and  profuse,  and  this  cause  can  be  inferred  if 
there  is  a  history  of  exertion  followed  by  profuse  bleeding  from 
a  well -contracted  uterus.  Prompt  packing  of  the  uterus  and 
vagina  will  control  it. 

Backward  displacement  of  the  uterus,  when  involution  has 
proceeded  far  enough  to  allow  it  to  slip  behind  the  promontory, 
will  cause  annoying  slow  bleeding.  The  condition  is  easily 
(liagnosed  by  bimanual  examination,  and  the  uterus  should 
t*  replaced,  with  the  patient  in  the  knee-chest  position. 

Atony  of  the  uterus,  causing  moderate  bleeding -without 
'itmonstrabJe  cause,  and  the  uterine  cavity  bem% ^OMti.^  wtt^Vj 


2do 


on  exploratioii,  is  best  cfaedLcd  by  eigot  thirty  drops 
times  daily,  with  a  hypodennic  of  |Ntuitrin  |^  ampule  ti 
dafly  (for  2  da>*s). 

Fibroids  sometimes  cause  serious  bleeding.     If  the  tumor  is  1 
pol>-p,  it  should  be  snared  or  twisted  oS,    If  intramural, 
st>'ptics  as  described  under  atony  do  not  check  the  bleedii 
h\'sterectomy  or  myomectomy  may  be  necessary.    Fibn 
alwa\'s  prolong  the  bloody  lodiia,  but  serious  hemorrhage  i| 
most  likely  in  a  case  of  polyp. 

Cancer  or  chprionepitheHnmii  are  rare  but  possible  cai 
of  bleeding.  The  uterus  is  explored,  the  e\'acuated  material] 
examined  microscopically,  and,  if  malignant,  panhysterectomy' 
is  indicated. 


chapter  xiii 
n;uries  of  the  birth -canal 

CLASSIFICATION 


X  Injuries  to  the  Pelvis. — u)  Fracture  or  separation  of 
he  symphysis;  (2)  fracture  or  separation  or  sprain  of  sacro-iliac 
oints;  (j)  fracture  of  ramus  of  pube^;  (4)  fracture  0/ coccyx. 

II.  Rupture  of  the  Utems. — (ij  Complete  (communicating 
with  the  peritoneal  cavity);  (2)  incomplete  (the  peritoneum 
still  inUct). 

m.  Lacerations  of  the  Cervix. — (i)  Unilateral  (open  or 
submucous);  {2)  bilateral  (open  or  submucous);  (3)  stellate 
(open  or  submucous);  (4)  annular  detachment. 

IV.  Lacerations  of  Anterior  Vaginal  Wall. — (i)  Clean  cuts 
)t  mucous  membrane;  (2)  open  or  submucous  tears  of  muscle 
>f  urogenital  trigonum. 

V.  Lacerations  of  the  Perineum. — (i)  Tears  of  levator  ani; 
[3)  tears  of  deep  transversus  perinei;  (3)  tears  of  anterior  and 
posterior  layers  of  triangular  ligament;  (4)  tears  of  the  bulbo- 
cavernosus;  (j)  tears  of  the  superficial  transversus  perinei; 
(6)  tears  of  sphincter  ani  (complete  tear). 

Further  divisions  into: 

(i)  Complete  tear  (involving  sphincter  ani);  (a)  incomplete 
{no!  involving  sphincter);  (3)  central  perforation  of  the  peri- 
neum; (4)  laceration  and  abrasion  of  labia. 

VI.  Flstuls. — (i)  Vesicovaginal  (on  anterior  vaginal  wall); 
[i)  uretcro vaginal  (in  vaginal  fornix);  (3)  rectovaginal  (on 
[Posterior  vaginal  wall). 

INJURIES  TO  THE  PELVIS 

These  are  almost  always  the  result  of  attempts  at  forcible 

delivery,  and  are  most  common  in  justominor  pelves,  where 

forceps  have  been  used  too  forcibly.    Fracture  of  the  symphy- 
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sis,  sacro-Oiacs  or  ramus  are  rare.     Usually  an  audible  a 
can  be  heard,  or  the  sudden  giving  way  of  the  pelvis  dislin 
felt.     The  gap  in  the  hone  can  be  palpated.     Delivery  she 
be  completed  with  as  little  violence  as  possible,  and  the  pcKi^  ■ 
immobilized  by  a  canvas  binder  or  better  broad  strips  >  ■ 
adhesive  plaster.    The  after-care  is  difficult,   but   is  mail 
somewhat  easier  by  having  the  patient  on  a  Bradford  frame  1 
—a  sort  of  extra  cot  placed  on  the  bed,  the  floor  of  which  is  I 
made  of  broad  strips  of  canvas,  laced  to  the  frame.  1 

In  injuries  to  the  symphysis,  the  subpubic  ligament  is  nfi  ■ 
not  Uirn.    This  masks  the  accident,  which  is  only  discovtr. 
when  the  patient  is  unable  to  walk  when  she  gets  out  of  Im- 
A  hematoma  commonly  forms  over  the  site  of  the  injutj;  J 
and  these  two  factors  should  point  to  injury  of  the  symphysis,  I 
if  it  was  not  diagnosed  at  the  time  of  its  occurrence.  T| 

SPRAINED  OR  LOOSE  SACRO-ILIAC  JOOTT 

A  sprained  or  loose  sacro-iliac  joint  gives  the  patient  extrin 
discomfort  when  she  begins  to  resume  her  normal  a 
There  is  Intense  backache,  over  the  affected  joint,  worse  on  I 
walking  or  standing.     The  treatment  is  a  bmder  or  corset  I 
designed  to  immobilize  the  hips,     Recovery  is  slow,  usually  I 
over  four  to  six  months. 

Fractures  of  the  pelvic  joints  or  bones  are  serious,  especiallj  J 
if  there  has  been  a  secondary  laceration  into  the  vagina.  Ti^ 
great  danger  is  infection. 

FRACTURE  OF  THE  COCCYX 

This  is  seen  most  commonly  in  elderly  primiparsc.  wi 
justominor  pelves.  It  is  not  serious  in  tabor,  and  hence  » 
be  considered  in  the  chapter  on  pathologic  sequelse  of  child- 
birth, 

RUPTURE  OF  THE  UTERUS 

Frequency. — Alxtut  i  in  2500  cases.     About  eight  t 
frequent  in  multipara;,  and  the  years  of  greatest  frequer 
thirty  to  forty.    Obesity  and  sypluUa  hoih  predispose  to  ute 
rupture. 


^Varieties. — (i)  Complete,   where   the   peritoneum   is    torn 
High  and  ihe  uterine  cavity  communicates  with  the  peri- 
cavity,     (a)  Incomplete,    where    the   peritoneum    is 
pjured. 

ises. — Predisposing  causes  are:  (i)  Repeated  overdis- 
t(ion  of  the  uterus,  such  as  many  previous  pregnancies,  poly- 
:amaio5  or  twins;  (2)  previous  cesarean  sections  or  other 
rations  involving  the  uterine  wall;  (,,%)  diseased  uterine 
icfe  (from  old  inBammalion);  (4)  congenital  ill-develop- 
cnt  of  uterus;  (5)  fibroid  tumors;  (6)  placenta  prievia, 


Pic.    117. — Complete  nip tUTK  of  t.h( 


tH.  ^ceiling   causes  are;  (i)  Overdi  stent  ion  of  the  lower 

erine  segment  in  neglected  obstructed  labor;  (2)  perforation 

f  hands  or  instruments;  (4)  ill-advised  attempts  at  podalic 

ssion;  (4)  administration  of  ergot  or  pituitrin,  if  any  obstacle 

Id  deliverv- exists. 

Ste  of  Rupture, — Most  commonly  in  the- lower  uterine  seg- 

■nent,  running  iransversely,  with  usually  an  L-shaped  exten- 

*  son  into  the  broad  ligament  or  vagina.     Spontaneous  rupture 

"my  occur  in  the  upper  portion  of  the  uterus  (as  after  previous 

Wsarean  section)  or  transversely  across  the  fundus.     In  primip- 

^■e,  ihe  cen-ix  ma/ fear  anteriorly  up  to  orthtou^  ^.Veve.'itfLQ- 


I 


384  INJURIES    Of   THE   lilKIlI-CANAL 

Uterine  reflection  of  peritoneum.  The  tear  is  usually 
ragged  and  irregular,  the  edges  edematous  and  infiltrated  witi 
blood.  Incomplete  rupture  is  most  often  anteriorly  throi 
the  cervix  lo  the  vesico-uterine  peritoneum,  or  laterally  intol 
layers  of  the  broad  ligament. 

Symptoms, — Premofiilory. — (i)  Long-continued  labor 
no  advance  of  head,  or  with  malpresentation;  (2)  overdi 
tion  of  the  lower  uterine  segment;  (3)  high  position  of  Bj 
contraction  ring;  (4)  Just  before  rupture,  the  appearance 
area  of  great  tenderness  to  palpation,  over  the  lower  uti 


Bandl's  conlraclion  ring  is  the  sharply  defined  mi 
ridge  or  line  between  the  contracting  upper  portion 
uterus  and  the  dilated,  paralyzed,  overdistended  lower 
of  the  uterus.  It  is  plainly  visible  and  palpable,  runninj 
liquely  across  the  lower  abdomen.  Bandl's  contraction 
normally  marks  the  site  of  the  coronary  vein  of  the  ul 
wall,  or  the  beginning  of  the  firm  attachment  of  the 
toneum;  it  is  the  boundary  between  the  contracting  and 
table  portions  of  the  uterus.  The  nearer  the  contraction 
is  to  the  umbilicus,  the  more  imminent  the  danger  of  rupti 
the  uterus. 

Symptoms  of  Rupture. — (i)  Sudden  sharp  slabbing 
(j)    shock;  (3)  usually  surprisingly   little  external  bit 
though  the  intraperitoneal  hemorrhage  may  be  very  pi 
(4)  cessationof  laborpains;(5)  recession  of  the  presenting 
(6)  possible  escape  of  the  fetus  into  the  abdominal  cavity 
intra-uterine  examination,  in   this  case  or  after  the  child 
extracted,  will  reveal  the  rent,  with  or  without  prolapse  of  the 
intestines  into  the  uterine  cavity. 

Diagnosis  from  premature  separation  of  the  placenta  should 
not  be  difficult.  Rupture  occurs  late  in  labor;  separatiM 
early.  Rupture  of  the  uterus  has  the  premonitorj  signs 
detailed  above,  they  are  absent  in  separation.  In  rupture  tk 
uterus  is  usually  diminished  in  size;  in  separation,  increastd- 
The  tear  is  palpable  in  mplmgi  an^wg^fe  q:^\iRfaU.  m  separa- 
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The    outline   of    the   abdomen,    with    a    moderately 
aided  bladder  looks  not  unlike  a  high  contraction  ring,  but 
!  absence   of   all  serious  symptoms,  iluctualion  over  the 
idder  and  the  catheter  should  clear  up  the  diagnosis  at  once, 
c  most  serious  error  that  can  be  made  is  to  mistake  the  over- 
nded  lower  uterine  segment  for  the  sluggish  uterus  in 
(«ia,  and  attempt  to  stimulate  the  muscle  to  further  con- 
ion,  by  pituitrin  or  ergot.     A  careful  consideration  of  the 
lonitorj-  s>'raptoms  should  make  such  a  mistake  impossible, 
e  of  the  uterus  is  possible  with  few  if  any  symptoms  at 
f  rupture.     Spontaneous  recovery  may  result  (very 


rarely)  or  an  abdominal  abscess  ur  peritonitis  develop.     In 

iMy  case  when  the  physician  has  reason  to  suspect  rupture  of 

e  uterus,  a  careful  exploration  of  the  uterine  cavity  should 

■toade  after  delivery,  to  prevent  overlooking  such  an  injury, 

I  septic  peritonitis  appears  and   makes  any    treatment 


—Ruptures  of  the  anterior  wall  or  fundus  are 
;  serious  than  those  of  the  posterior  wall.  Incomplete 
Fmplure  is  naturally  safer  than  complete.  Hysterectomy  and 
I  drainage,  except  in  incomplete  ca^es,  is  much  safer  than  ex- 
pectancy with  irrigation  and  drainage.  The  maternal  mortal- 
"y  is  50  to  75  per  cent.,  depending  upon  the  form  of  treatment; 
'<K  child  usually  dies  at  the  time  of  rupture.  i 
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Treatment. — Preventive  treatment,  to  correct  the  abnor 
ity  responsible  for  the  obstruction  to  delivery,  is  of  < 
obvious  way  of  avoiding  the  accident — and  most  cases 
uterine  rupture  are  avoidable.  The  dictum  of  "once  i 
rean,  always  a  cesarean"  is  not  borne  out  in  practice. 
great  majority  of  such  patients  can,  if  the  obstruction 
livery  is  not  absolute,  deliver  themselves  spontaneously  under] 
proper  management.  The  treatment  of  the  rupture  depends 
on  whether  the  rupture  is  complete  or  incomplete,  its  situation, 
and  the  length  of  time  that  had  elapsed  since  rupture,  The 
sooner  a  patient  is  operated  upon,  the  better  the  prognosis. 
The  child  is  first  extracted,  if  it  has  not  passed  into  the  abdomi- 
nal cavity.  The  methods  are  forceps  (not  version,  as  this  will 
increase  the  extent  of  the  tear),  or  craniotomy.  If  the  child  is 
in  the  abdominal  cavity,  it  is  removed  by  abdominal  section. 

Incomplete  ruptures  are  best  treated  by  daily  packing  iviil, 
iodoform  or  sterile  gauze.  Great  gentleness  is  necessary  in  i  li' 
examination  to  determine  whether  a  tear  is  complete  or  inconi- 
plete,  as  it  is  easy  to  tear  through  the  peritoneiun. 

Complete  ruptures  are  treated  by  abdominal  section  with 
removal  of  child  and  placenta,  and  hysterectomy  below  the 
site  of  the  tear,  with  extraperitoneal  fixation  and  drainage  d 
the  stump  of  the  cervix  (marsupialization).  It  may  be  possible 
to  sew  up  the  rent,  and  leave  the  uterus  in  situ,  but  this  is 
rare.  The  edges  are  so  ragged  and  the  danger  of  leakage  » 
great,  especially  at  the  angle,  that  the  attempt  is  rarely 
justifiable. 

If  a  patient  should  have  a  rupture  of  the  uterus,  and  recover 
spontaneously,  or  if  the  rent  has  been  sewed  up  and  the  ulenii 
left  in  situ,  she  should  be  delivered  by  cesarean  section  in 
any  future  pregnancy,  before  she  falls  in  labor,  as  a  second 
rupture  is  almost  sure  to  occur. 

LACERATIONS  OF  THE  CERVIX 

I'lrequency. — Some  injury  occut=,  vcv  every  labor,  but  healiiiR 

in  laoderiite  cases  ia  u&uaUy  &^a\ansuu&.    ^  ^^^s^j  '■ouxu^^ 
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aits  who  suffer  a  torn  perineum,  about  thirty-three  will 

tave  a  cervical  tear  sufficient  to  require  repair, 

I  Predisposing  Causes.— {1}  Elderly  primiparK;  (2)  rigidity; 

)  scar  tissue  due  to  previous  repair;  {4)-  premature  rupture 

E  line  membranes;  (5)  forceps  before  the  os  is  sufficiently 


filiated;  (6)  precipitate  delivery;  {7)  pituitrin  given  before 
'libtalion  is  complete;  (8)  manual  or  instrumental  dilatation. 

Site. — The  commonest  tear  is  unequally  bilateral;  next 
unilateral,  (3}  stellate  and  (4)  rarely  annular  detachment, 
^hi;re  the  entire  cer\*ix  (ears  off. 

Symptoms  and  Diagnosis. — Hemorrhage  after  delivery 
"Ki  a  Brmly  contracted  uterus  usually  means  a.  Xotu 'M.v^'^x.  . 
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The  cervix  may  be  eKamined  through  a.  bivalve  spe< 
or  pulled  down  to  the  vulvar  orifice  with  tenacula. 

A  satisfactory  model  of  bivalve  speculum  is  the  I 
It  is  simpk'  and  has  only  one  screw  to  adjust.  It  isstec 
by  boiling. 

Method  of  Insertion  of  Speculum. — The  patient  is  a 
across  the  bed,  her  feet  on  two  chairs  and  her  hips  ov« 
edge  of  the  bed.     The  vulva  is  carefully  cleansed  w 
and  lysol  solution  (one  dram  to  two  pints).    The  phy 


Pig.   lao. — Palient  draped  fur  vaginal  eKBtnination  in  the  dm 
omy  posiUoii.      (Afltr  B.  C.  Hirst.) 

determines  the  position  of  the  cervix  by  examinationfl 
one  finger.    The  speculum,  oiled,  is  inserted  edgewise,  I 
transversely  and  pushed  in  the  vagiria  in  the  direclii 
termincd  by  the  examining  finger.     This  is  usually  dow 
at  an  angle  of  about  45  degrees,  toward  the  bed  or  t 
which  the  patient  is  lying.     The  blades  are  then  sq 
and  if  the  direction  of  insertion  is  correct,  the  cervix  s 
appear  between  the  blades.     If  only  the  anterior  vagiiu 
is  seen,  the  blades  are  aUo'vcd  \a  coUa.^tse,  the  speed 
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withdrawn,  and  re-inscried  al  a  sleeper  angle.  All  motions 
ihould  be  gentle,  and  of  course  rubber  gloves  are  worn. 

When  the  speculum  is  correctly  placed,  the  extent  of  the 
cervical  tear  can  be  seen. 

To  remove  the  speculum,  it  is  withdrawn  open  for  about  an 
indi  (50  that  the  cervix  will  not  be  pinched)  the  blades  are 
lUowed  to  collapse,  and  the  speculum  is  withdrawn,  turning 
<  edgewise  again. 


1^13 1- 

^Ek  of  repair  may  be  immediate  or  delayed.  The  im- 
sedtate  repair  has  certain  disadvantages,  (i)  The  cervix 
}  swollen  and  edematous  and  the  stitches  are  likely  not  to 
lold;  (2)  the  risk  of  sepsis  is  increased;  (3)  the  difficulty  of  the 
)peration  is  considerably  more  than  when  done  a  week  later; 
^4)  spontaneous  healing  will  often  occur,  if  the  cervix  is  left 
undisturbed. 

Consequences  of  Nonrepair. — (i)  The  bloody  lochia  are 
oro)onged  and  more  profuse;  (2)  subinvolution  is  ttioife  coro.- 


.   Pic.  113.— ThK  commonest  mistake  in  tlic  use  of  a  bivtlW  K 
*""  ''  '  Tunent  hus  Ireen  inserted  at  loo  sliRht  an  angle,  and  n 
anterior  vaginal  va\i\l.  appeoni'toeV'sctis  \>ve>A\»dftB. 


LACKRATIONS 


tis)  retroversion  (due  lo  the  weight  of  Lhe  subinvoluted 
us)  is  more  common;  (4)  leukorrhea;  (5)  erosion  of  the 


iTantages  of  the  Delayed  Repair. — The  diagnosis  of 
nt  of  ihf  tear  is  certain,  sepsis  is  not  to  be  feared,  better 
roximaiion  of  the  edges  can  be  obtainerl  and  good  results 
■c  certain.  The  operation  is  done  one  week  after 
,  provided  there  is  no  fever.     If  the  temperature  is 


14. — I.   Dnilatt-ml  1acCT»tion  of  thi 
o(  ihc  cervix.    3.  Stellate  laceration  of 


ated  above  99.5'  F.  repair  is  postponed  until  it  has  been 

dily  normal  for  a  week. 

Kimif. — (i)  The  (Milient  b  anesthetized  and  prepared  as  fur 

vaginal  operation. 

)  The  anterior  and  posterior  lips  of  the  cervix  are  caught 

I  tenacula,  pulled  down  and  separated. 

)  The  edges  of  the  denudation  are  marked  out,  as  in  the 

oet  tracheJorrbapby,  care  being  taken  to  \im\X  V\ie  iemiftar 


J 


tion  to  the  area  of  ihe  laceration  and  not  to  encroach  uponthcl 
cervica.1  canal.     The  shape  of  the  denudation  is  triangulai.  o 
each  lip. 

(4)  Interrupted  stitches,  of  number  5  forty-day  c 
catgut  are  placed  beginning  on  the  mucous  membrane  d 
vaginal  aspect  of  the  anterior  lip,  emerging  close  to  the  muox 
membrane  of  the  cervical  canal,  entering  again  dose  to  tdgtw 
the  mucous  membrane  of  the  canal  on  the  posterior  lip,  a 
emerging  on  the  vaginal  aspect  of  the  posterior  lip,  oppoaletli 
point  of  entrance  on  the  anterior  lip.     Three  or  four  suluresld 

side  arc  required. 


(s)  The  stitches  are  tied,  after  all  are  inserted. 

(6)  When  all  are  tied  the  cervical  canal  should  have  a  csliber 
of  the  forefinger.  Too  right  closure  will  mean  dysmenonbei 
later.  If  the  tear  is  unilateral,  only  one  side  is  repaired;  if 
stellate,  each  line  of  tear  is  repaired  separately.  AnniilB 
detachment  requires  no  treatment,  other  than  the  removal*' 
any  irregular  tabs  of  cervical  tissue  that  may  remain. 

Calgut  (forty-day  chromic  number  3)  is  preferable  to  sill- 
n-gut,  as  it  docs  i^ol  have  Vo  W  vtTwsNeA. 


\ 


ACERATIONS  OF  THE  ANTERIOR  VAGINAL  WALL 

■an  cuts  of  the  mucous  membninc  have  no  consequences, 
I  hemorrliage  directly  after  laljor.  If  ihi-  bleeding 
ints  it,  they  are  closed  ai  once  by  a  continuous  stitch. 
.,  they  heal  spontaneously,  if  kept  clean. 
iscie  of  the  Urogenital  Trigonum. — This  is  the  analogous 
e  to  the  compressor  urethra-  in  the  male.  It  arises  at  the 
ion  of  the  symphysis  and  descending  ramus  of  the  pubis, 
runs  diagonally  back  above  the  anterior  vaginal  wall. 
5  and  joins  its  fellow  from  the  opposite  side  above  and 


Pic.  ij6. — AnatDniy  of  urngenital  mu'iclc. 

'  the  urethra,  inserting  into  the  fascia  of  the  anterior 
al  wall.  It  is  the  only  direct  muscular  support  possessed 
e  lower  third  of  the  anterior  vaginal  wall,  to  which  it  is  a 
>r,  and  is  a  compressor  uretKrae.  A  tear  of  this  muscle 
of  the  factors  in  the  production  of  a  cystocele,  and  also 
nts  for  many  cases  of  incontinence  of  urine  after  delivery, 
[gnosis  of  Injury. — With  the  patient  in  the  dorsal  position, 
irefinger  of  one  hand  is  inserted  in  the  vagina,  and  pressure 
straight  up,  to  either  side  of  the  urethra,  against  the 
edge  of  the  pubic  bone.  If  the  muscle  is  torn,  the  finger 
:s  against  the  sharp  edge  of  the  bone.  If  it  is  not  torn,  a 
bbon  of  muscular  tissue  and  fascia  U  le\V  \3ct'NM;'n.  ^s. 
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finger  and  the  bone.    On  inspection,  the  lower  portion  of  llic 
anterior  vaginal  wall  bulges  downward,  if  the  muscle  is  torn. 

Repair. — Like  all  other  repairs,  this  is  best  done  on  ik 
seventh  day  after  delivery.  Fever  delays  this  until  the  Icm- 
f)erature  has  been  normal  for  a  week, 

Tecknk. — (i)  Dorsal  po^ 
lure,  usual  preparation  and 
anesthesia. 

(2)  The  anterior  vagina) 
wall  is  caught  by  a  double 
tenaculum,  just  lo  the  outer 
side  of  the  urethra. 

(3)  A  second  icnaculum 
catches  the  labium  on  the 
same  side,  at  the  same  level. 

(4)  When  these  arc  sciu- 
rated,  a  triangular  sulcus  : 
seen  on  the  lateral  aspori  'T 
the  anterior  vaginal  wa.ii 
with  the  point  toward  ihi 
cervix. 

(S)  This  sulcus  is  denuded  and  the  muscle  repaired  witii:. 
continuous  tier  stitch  nf  number  i  forty-day  chromic  caipii' 

Interrupted  suture  can  lie  used,  but  continuous  is  quickci 
and  better.  ~ 

TEARS  OF  THE  POSTERIOR  VAGINAL  WALL  AND  PE] 

The  great  majority  of  patients  have  some  degree  of  perincd 
tear.  The  degrees  of  tear  are  variously  classified,  the  raorti 
common  division  being:  (i)  First  degree  tears,  involving  only  I 
the  tissues  of  the  perineal  body  in  the  middle  line;  (i)  second  I 
degree  tears,  involving  the  levator  ani;  (3)  third  degree  leais,  I 
involving  the  sphincter  ani. 

Lacerations  of  the  vulva  and  labia  are  really  only  abrasiim- 
They  are  rarely  deep,  and  uuVess  a.u.tuAfe.'i  b-j  bleeding,  do  !■■■ 
■qiure  sutures.  


Tears  of  the  Vagina,  Pelvic  Floor  and  Perineum.— The 

structures  injured  are:  (r)  Levator  ani  (the  main  muscular 
iUpporiof  the  pelvic  floor);  (2)  deep  transversus  perinci — torn 
D  Uie  middle  line,  and  retracting  to  either  side;  (3)  the  fascia 
Ulterior  and  posterior  to  the  deep  transversus  perinei — the 
interior  and  posterior  layers  of  the  triangular  ligament;  {4)  the 
niperfidal  transversus  perinei;  {5)  the  bulbocavernosus;  {6) 
Ihe  sphincter  ani,  if  the  tear  estends  that  far  in  the  middle 
fine;  (7)  Colics'  fascia,  extending  in  from  the  fascia  lata  of 
lie  thigh. 

Tears  of  the  levator  ani  are  two  kinds:  (i)  Forceps  cuts, 
which  may  be  anywhere  in  the  course  of  the  muscle  and  are 
usually  a  more  or  less  complete  division  at  ripht  angles  to  the 
iiiiiT^  and  (2)  spontaneous  tears,  in  which  the  muscle  tears 
■ii-^t  from  its  tendinous  attachment  to  the  descending  ramus 
'ii  ihe  pubcs,  and  tears  obliquely  downward  across  the  fibers  of 
il)e  muscle,  hut  not  through  them,  so  that  the  tear  opens  out 
n^  a  book  is  opened.  This  muscle  is  the  main  support  of  the 
pdWc  floor,  and  its  injuries  are  attended  by  the  well  known 
(fleets  of  such  a  tear:  sense  of  loss  of  support,  rectocelc,  and 
tier  prolapse  of  the  uterus. 

The  tear  may  be  cither  ojien  or  submucous;  the  open  tears 
\n  easy  to  see  and  feel,  the  submucous  tears  are  often  over- 
ooked  and  result  later  in  the  misnamed  "relaxation  of  the 
>elvic  floor." 

Causes  of  Perineal  Tears.— (i)  Spontaneous  delivery.  (2) 
Forceps  (almost  invariably  cause  a  tear).  {3)  Hurried  delivery. 
U)  Posterior  shoulder  of  child  will  often  make  or  extend  a 
taceration,  (5)  Contracted  pelvis— the  narrow  pubic  arch 
Eordng  the  head  posteriorly.  (6)  Occipito posterior  positions. 
[7)  Edema  from  prolonged  labor.     (8)  Rigidity. 

In  patients  who  have  been  properly  repaired,  it  is  common 
or  the  fieriiical  body  to  give  way,  in  subsequent  labors,  but 
njuriesof  the  levator  are  much  less  common  thaninprimiparff. 

Diagnosis  of  laceration  of  the  perineum  is  best  made  four 
'J-  £ve  days  after  delivery.     It  fs  impossible  corte;a\7  \.Q  ^xa^- 


nose  the  full  extent  of  injury  to  the  pelvic  floor  directly  i 
labor. 

Tests. — The  patient  is  placed  across  the  bed,  in  the  d 
position  (a)  She  is  asked  to  strain,  when  the  degree  ot  g 
of  the  labia  is  noted.  (3)  After  careful  cleaning  of  the  v 
the  labia  are  separated,  when  any  obvious  tear  can  be 
(4)  The  thickness  of  the  perineal  body  is  palpated  by 
red  finger  in   the  vagina  and  the  thumb  outude, 


perbeum.  This  will  disclose  injury  lo  the  bulbocaverot 
sujieriicial  and  deep  Iransversus  perinei  muscles.  (5) 
levator  ani  is  tested  as  foilows:  The  forefinger  is  insertfl 
the  vagina,  up  to  the  second  joint,  and  pressed  downward 
outward,  to  note  a  cleft,  if  any,  in  the  muscle.  The  forefii 
is  swept  from  one  pubic  ramus  lo  the  other,  to  note  wli< 
^Jfte  niuscle  forms  an  unbroken  horseshoe  curve.  Will 
1  the  vagina  a.nd  \\ve  \!\\\iTffti  tjvi'isiic,  ^iw  tWcl 


;  levator  is  palpated.     (6)  The  sphincter  ani  is  always 

d  last,  by  feeling  the  complete  circumference  of  the  muscle 

i  the  forefinger  in  the  rectum  and  the  thumb  outside.     It  . 

Pwsy  to  overlook  a  submucous  tear  of  the  sphincter,  and 

-trious  mistake  to  do  so.     Mere  inspection  of  the  perineum 

J' I  guide  to  the  extent  of  injury  present, 

-Ceatral  Tear  of  the   Perineum. — In    very   rigid  perinei, 

1  overdistended  by  the  head,  a  circuhir  perforation  some- 


Umes  appears  midway  between  the  posterior  commissure  of 

tht  vulva  and  the  anus.     This  should   be  at  once  opened 

ihriiugh  into  the  vagina  by  scissors,  followed  by  a  double 

■iiflomy.     Unless  so  treated,  the  head  is  likely  to  emerge 

'111  the  rectum,  with  disastrous  resuUs  to  the  sphincter. 

Sfn^toms  of  Tear  Through  the  Sphincter  Ani  (Complete 

Tear). — (i)  Incontinence  of  gas  and  feces  (which  may  mean 

iversireichijig  of  the  sphincter);  {2)  the  5,p\\TOC\w  W 


^B^^^IH 
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a.  slighlty  curved  line  across  the  posterior  border  of  the 
{3)  Us  ends  are  marked  by  Iwo  visible  dimples  or  pits;  ( 
folda  of  skin,  or  rugas,  normally  surrounding  the  anus  art 
anteriorly  and  deepenetl  posteriorly;  (s)  if  the  sphinct 
palpated  with  one  finger  in  the  rectum,  the  gap  in  th 
muscle  can  be  felt  plainly. 

Time  of  Repair.— The  immediate  repair  of  the  peri 
is   not   advised,  for  the  following  reasons:  (i)  Accura 

N 

in 

t 

t 
p 

agnosia  is  impossible;  (2)  the  bruised  and  edematous  ' 

re  not  good  material  for  repair;  (3)  the  danger  of  infec 
ery  much  greater;  (4)  these  repairs  are  often  only  the  C 
the  perineal  skin,   with  entire  disregard  of  the  mu 
juries;  (5)  failure  is  common,  necessitating  a  second  i 
on  later.     Above  all  does  this  apply  to  operaUons  foi 
etc  tear  of  the  sphincter  ani. 
AU  Lbeae  disadvantages  caab&  ob-4^a.^A&.^l'j  i^^fS^ 
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mh  day  after  delivery,  unless  the  patient  has  fever,  in 
irUch  case  the  repair  is  posljjoned  until  the  temperature  has 
lieen  normal  for  a  week.  With  ordinary  care,  sepsis  is  not 
lo  be  feared,  and  ohjections  based  upon  supposed  difficulty 
or  unfavorable  healing  are  not  based  upon  fact. 

Treatment 
Preventive. — Avoidance  of  undue  haste  in  delivery;  pro- 
I  tection  of  the  perineum  by  retarding  the  head;  lack  of  haste 


—Test inn  the  aphii 


{■\/l/r  B.  C.  Hirst.) 


iQ  forceps- delivery;  using  small  forceps  (Hale-Sawyer)  wherever 
possible;  episiotomy  when  indicated;  avoidance  of  large  doses 
w  indiscriminate  use  of  pituitrin.  By  observance  of  these 
liflails,  many,  but  by  no  means  all,  lacerations  can  be 
^Voided  or  at  least  limited  in  extent. 

Technic  of  Repair. — Immediate. — No  matter  what  the 
pliysidans  preference  may  be,  this  should  never  be  under- 
l^Ven  if  the  vulva  and  vagina  are  badly  bruised;  if  there  is 
feason  to  believe  thai  ihere  is  beginning  inlecUon-,  ii  tVia  ^- 
^c  Ja  excessively  exhausted  or  if  she  is  an  ec\ampt\t-^Q\i&.\ii& 
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laceration  dates  from  a  previous  labor.  It  is  not  advisaU 
place  the  sutures  before  the  placenta  is  delivered,  ajid  th< 
practice,  recently  revived,  of  putting  sutures  in  the  periiH 
before  delivery  of  the  head,  and  removing  them,  if  not  net 
after  delivery  is  illogical.  Anesthesia  is  said  not  to  be  nee 
because  the  overstretched  tissues  are  not  sensitive, 
patient's  actions,  while  the  repair  is  in  progress,  will  cause| 
physician  some  doubls  as  to  the  accuracy, of  this  statem 

Technic  of  Fmmediale  Repair. — (i)  The  patient  L 
across  the  bed,  with  her  feet  on  two  chairs,  and  her  hips  d 
the  edge  of  the  bed, 

(a)  The  vulva  is  carefully  cleansed  with  cotton  and  I 
solution  (one  dram  to  two  pints). 

(3)  If  much  blood  is  trickling  down  from  above,  a  larj 
gauze  sponge  may  be  inserted  in  the  vagina,  against  the  cen  1  v. 
and  removed  after  the  stitches  are  in  place,  but  before  they  are  tied, 

(4)  The  labia  are  separated  and  the  extent  of  the  injury 
inspected.  This  is  materially  aided  by  retraction  of  the 
anterior  vaginal  wall  by  an  assistant. 

(s)  Visible  open  tears  of  the  levator  may  be  sutured  with  ;i 
continuous  number  i  chromtcized  catgut  stitch, 

(6)  The  perineal  body  is  repaired  by  interrupted  stitclies 
of  number  3  chromic  catgut  or  silkworm-gut,  placed  so  thai  Hie 
entire  depth  of  the  tear  is  included,  and  not  the  skin  of  thf 
perineum  only. 

Epbiotomy  wounds  are  sutured  in  the  same  way.    Plain 
catgut  is  not  to  be  used,  as  it  disappears  too  soon.     Silk  and 
linen  thread  have  the  disadvantage  of  cutting  through  the  li-*-  ■ 
sues.     The  after-care  of  these  repairs  is  as  described  under  tic  t 
delayed  repair  of  the  perineum.     The  silkworm-gut  sutures  are 

L removed  on  the  twelfth  day.  The  catgut  ones  will  disappi'^i" 
spontaneously.  The  sphincter  ani  may  be  repaired  imim'i:- 
ately,  if  torn,  but  much  better  results  are  attained  by  delaying 
the  repair  for  at  least  a  week.  If  the  repair  is  undertaken  j' 
once,  it  is  done  as  described  in  the  delayed  repair. 
Teckttic  of  the  Delayed  Repair  oj  the  Perinewn,    Preparaiien  ) 
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r  Opa-otion.  Day  before  Operation. — 4  P.  M.  Shave  pubes 
completely.  9  P.  M.  Magnesium  sulphate  }^  ounce,  or 
citrate  of  magnesia,  flat,  8  ounces. 

Day  of  Operation. — Early  in  morning,  cup  of  beef  tea,  no 
other  breakfast.  Clear  lower  bowel  out  thoroughly  by 
repeated  enemas,  so  that  last  enema  is  given  at  least  two  hours 
before  operation.  Continue  enemas  until  water  returns  clear. 
Two  hours  before  operation  give  paregoric  ij^  leaspoonful. 
Catbeterize  just  before  etherization. 

Do  not  give  any  hypodermic  of  morphin  and  atropin.    The 
paregoric  takes  its  place. 
Local  preparation  done  on  the  table. 

The  technic  of  the  Emmet,  Hegar,  and  B.  C.  Hirst  operations 
is  as  follows: 

Emmti  Operation. — (i)  The  patient  is  in  the  dorsal  position, 
the  vagina  carefully  cleansed  with  tincture  of  green  soap, 
hot  water  and  lysol  solution. 

{i)  As  nearly  all  local  discharge  contains  pathogenic  organ- 
isms, the  uterus  should  be  washed  out  with  lysol  solution,  and 
a.  large  pledget  of  cotton  soaked  in  lysol  solution  placed  against 
the  cervix.  This  must  always  be  removed  as  soon  as  the  opera- 
lion  is  completed. 

(3)  Each  labium  is  caught  with  a  bullet  forceps  just  below 
the  lowest  myrtiform  caruncle  (above  which  is  the  duct  of 
Bartholin's  gland)  or  more  conveniently  the  labia  are  separated 
with  the  Gelpi  self-retaining  perineal  retractor. 

(4)  The  tip  of  the^rectocele  is  caught  with  a  volsellum  {the 
lip  is  Ihe  portion  nearest  the  cervix,  in  the  midline,  which 
without  t-ension  can  be  brought  down  to  the  posterior  commissure 
11!  the  \-ulva). 

I  (5)  The  lateral  sulci  are  denuded  in  one  piece  or  in  strips. 
I  (6)  The  central  perineal  triangle  is  denuded,  and  if  any 
l^ranulation  tissue  is  present,  it  is  curetted  off  with  the  edge  of 
■a  knife. 

(7)  The  lateral  sulcus  wounds  are  closed  by  continuous  or 
i/iierrapted sutures  ol numbGi  i  chromic  catgut,  01  i.ft\.t«M.'^\.t^ 
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sutures  of  silkworm-gut.     Catgut  stitches  are  I 

gut  aie  secured  with  perforated  shot,  as  it  makes  their  il 

easier. 


(8)  The  crown  stitches  of  number  i  chromic  catgut  < 
vorm-gut  are  inserted.     The  stitch  passes  through  one  i 
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tlirough  the  other  labium  to  emerge  on  the  skin  perineum,  just 
Woate  its  point  of  insertion.  Two  or  three  of  these  stitches 
are  required. 

d  d  c     c 

I .  I      %./ 


r 

e  e 

P'G.  134. — Diagram  of  the  Emmcl  i>t!rin<'al  rcjjair.  a.  Denuded  area; 
0.  area  not  denuded;  c,  interrupted  stitches  in  sulcus;  d,  continuous  stitches 
in  sulcus;  t,  crown  stitches. 


a 

.^?"  ^35- — The  Emmet  and  Hegar  denudations  compared,     a.  Lowest 

*>Jtiforni  caruncle,  the   same  in   both   f)perations;   /;,   lip  of  rectocele; 

•  '^hest  point  in  Hegar  operation  on  posterior  vagiiiiil  wall;  d.  lines  of 

th^u^  denudation;  e,  lines  of  Hegar  denudation.     The  soliil  lines  show 

<^  shape  of  the  Emmet  denudation;  the  dotted  lines  that  of  the  Hegar. 

^c  Emmet  operation  is  not  always  a  satisfactory  one,  as 
^^kes  no  su:count  of  the  anatomic  lines   ot  \ac^T2A\oTv^ 
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very   well    if    the  laceration   is 


but 
extent. 

Eegar  Operation. — (i)  The  patient  is  prepared  as  f 
Emmet  operation. 

{2)  The  labia  are  caught,  as  in  the  Emmet  operation, 

(3)  A  point  in  the  middle  of  the  fjosterior  vaginal  « 
about  two-thirds  of  the  way  from  the  vulva  to  o 
with  a  vols 3 Hum. 

(4)  The  large  single  triangle  formed  by  these  three  ii 
ments  is  denuded,  care  being  taken  to  avoid  wounding  ^ 


Pic.  136. — Denudsi 

everything  im 

F:<J.  137. — Hegar 
h.  denudBd  area;  c.  1 


Fig.   137. 

the  Hpgar  ojwrBtion,  ».nd  suto..  _. 
I.UU  .c  >B%».  .>^i.  <t.  M  >-niforni  caninrles:  b.  denuded^ 
idcd  in  triangle  is  denuded;  c,  stitch  puckerins  up  ll 

peratitm.  second  stage,  a.  Myrtifonn  t 
ckered  up  tip  of  triangle;  e,  interrupted  al 
led  suture  nf  perineal  body, 

rectum,  an  accident  likely  to  occur  unless  great  care  is 
cised.  Any  granulation  tissue  in  the  area  to  be  denuc 
curetted  off. 

(s)  Transverse  interrupted  stitches  are  placed  across  B 
triangle  from  the  apex  dovrnwaTd.     The  upper  ones  n 
number  3  chromic  catgut,  tii£\oweiiiaeaN*,'easX«B&'vs*w 
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Iches  should  be  si'lkworm-gut,  because  they  are  under 

table  tension. 

the  perineal  stitches  are  placed,  beginning  with  the  one 

ithe  anus,  so  as  to  close  the  wound  in  the  perineal  body, 

I  from  and  emerging  in  the  perineal  skin, 

Hegar  operation  regards  the  normal  perineal  anatomy 

injuries  still  less  than  the  Emmet  operation,  but  is 
satisfactory  in  its  end  results,  especially  in  old  lacera- 
ating  from  a  previous 
Hth  a  large  reciocele. 
kfc  of  the  B.  C.  Bksl 
rrhapky.—{i)     The 

is  prepared  as  for 
ilnet  operation, 
tlie  labia  and  Up  of 
tocele  are  caught  as 
Emmet  operation, 
rhe  sulci  and  central 
B  are  denuded  as  in 
Wnet  operation, 
the    fascia   covering 
^tor  ani  is  incised,  on 

rie,  in  a  line  paraUel  p,^  ,^&.~Ti.<.n^Zrp.ri 
just  beneath  the  edge 
sulcus  denudation,  and  the  actual  tear  in  the  muscle 
I,  The  tear  in  the  le\'ator  ani  is  closed  on  each  side, 
the  sheath  of  the  muscle,  by  a  continuous  stitch  of 
!  I  chromic  catgut. 

Pwo  interrupted  stitches  are  placed  through  the  sheath 
\  of  the  deep  transversus  perinei  muscle,  but  arc  not 
Phe  stitches  pass  through  the  sheath  and  muscle  of 
[e,  pick  up  the  perineal  body  floor  in  the  middle  line, 
I  the  anterior  and  posterior  layers  of  the  triangular 

,  and  through  the  sheath  and  muscle  of  the  opposite 


rrhaphy. 


^terior  layer  of  the  triangiilaj  Vi^meiiVvi  OioeK.'^. 


3o6  inji;ries  of  the  birth-canal 

over  the  bulging  reclum,  it  being  through  the  teat  in  i 
ligament  that  the  recloccle  protrudes, 

{7)  The  lateral  sulci  are  closed-as  in  the  Emmet  opend 
by  a  continuous  stitch. 

(8)  The  tip  of  the  rectocele  is  fastened  down  to  the  poski 
column  of  the  vagina,  inside  the  posterior  commissure  0 
vulva,  where  it  originally  belongs. 

(9)  The  tension  of  the  Gelpi  retractor  is  relaxed,  and  it 
two  stitches  securing  the  deep  transversus  perinei  are  lied.    , 

(10)  The  tears  of  CoUes'  fascia,  bulbocavemosus,  superb 
transverse  perinei  and  anterior  layer  of  the  triangular  lig 
all  in  the  perineal  body,  are  closed  by  interrupted  s 
placed  so  that,  when  tied,  the  knots  will  be  covered  ii 
the  perinea!  skin  is  closed. 

(11)  The  perineal  skin  is  closed. 
All  catgut  used  is  number  i  chromic  catgut,  of  forty-< 

durability,  except  in  the  skin  sutures,  where  overchromicB 
number  i  gut  is  used.  This  operation  is  designed  to  cortj 
the  lacerations  in  the  planes  in  which  they  occur,  and  to  e! 
a  normal  anatomical  restoration. 

No  perineal  operation  should  be  attempted  from  a  writlfi 
description.  For  its  understanding,  actual  demonstratio 
are  necessarj'.  It  is  not  usually  advisable  to  put  in  .in 
vaginal  packing,  as  it  tends  to  dam  hack  the  lochia. 

Routine  After-care  of  PlasticB. — i.  Morphin  sulph.gr '„ 
atropin     sulph.      gr.     }  j^n,     6th     hour      p.r.n.     2.      Walcr 
p.r.n.  first  twenty-four  hours.     3.  Irrigate  perineal  stitchc^ 
with  sterile  water  four  times  daily,  and  also  after  each  urina 
lion  or  bowel  movement,  and  keep  sterile  vulvar  pad  in  p!.T . 
after  irrigation.     Inspect  stitches  frequently,     4.  If  slilcliL- 
become  soiled,  clean  wilh  cotton  on  applicator  and  peroitii 
of   hydrogen.     Moderate   cutting   may    be  disregarded,  j 
Vaginal   douche  sterile   water  every  day  after  fifth  day. 
Simple  enema  once  or   twice   in  second   twenty-four  hou 
7.  End  forty-eight  hours,  calomd  ^t.  V&  every  hour  for  J 
doses.     Six  hours  \atet  magnesiuTft  ^-xaX^ViVc  o1^^^^:^  w 
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lit  diet  after  first  twelve  hours,  light  diet  fifth  day, 
;veiith  day.  9.  Catheterize  eighth  hour  p.r.n. 
rake  out  vaginal  packing  in  twenty-four  hours,  if  any 
atid  note  its  removal  on  (he  chart.  11.  As  a  routine 
Bve  use  compound  cathartic  pills,  one  at  bed  lime.  If 
,  give  only  half  a  pill.     If  griping,  use  A.B.S.  and 


Operatioa  for  Con^lete  Tear.— Repair  of  a  complete  tear 
should  never  be  attempted  as  long  as  there  is  any  edema, 
sloughing,  unhealthy  granulation,  or  fever.  Failure  is  sure 
if  this  precaution  is  disregarded.  If  a  complete,  or  any  other 
Itnneal  tear  shows  sloughing  or  edema,  restoration  to  healthy 
Ci'ndiiion  is  more  quickly  attained  by  thrice  daily  douches 
f  sterile  water,  and  application  of  weak  solutions  of  nitrate 
'  'liver  (gr.  x  to  oz.  j.)  to  any  place  showing  persistent  false 


'   THE  BIBTH-CANAL 


Preparation  for  repair  of  complete  tear  is  the  same  as  4 
plastic  operation,  except  that  several  days  must  be  devoiei 
getting  the  bowels  to  move  freely,  before  the  operatia 
attempted. 


Technic. — (ij  The  patent  is  arrangt 
any  plastic  operation 


Pic.  141. — DiagTam  for  complele  tear  operation,  a.  Latsral  « 
vaeiiiB  (denuded) ;  b.  rectocele  (not  denuded) ;  c.  sphincter  pits;  the  i 
ends  of  the  sphincter  sheath;  d,  tip  at  tear  in  rectovaginal  septl 
sphincter  ani.  retracted  in  its  alieath, 

(2)  The  sphinclet  i&  stieXc\\ttA.  b-j  %ras?ing  betweea 
thumbs  and  fore&ngcts,  and  stuA^iwi.  Vk  %.V^' 
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g)  The  labia  and  lip  of  rectocele  are  caught  as  in  ihe 
mmet  operation. 

(4)  An  incision  is  made  from  one  sphincter  pit,  around  the 
ar  in  the  rectovaginal  septum,  to  the  other  sphincter  pit. 

(5)  The  rectovaginal  septum  is  split,  between  the  vagina 
id  rectum,  so  as  to  secure  an  ample  margin  of  raw  tissue, 
ithout  sacrifice  of  any  unnecessary  portion, 

(6)  The  tear  in  the  rectovaginal  septum  is  repaired  by 
ilerrupted  silkworm-gut  stitches,  put  in  from  the  reclal  side. 
1  that  the  knots,  when  lied,  will  be  in  the  rectum.     Inter- 


7/im^ 


oiuiiBtion.     iAfler  Crosstn.) 

upted  chromic  catgut  stitches  with  the  knots  buried  in  Ihe 
wrineal  body  may  be  used,  but  wiUi  a  greater  likelihood  of 
■ecioperineal  fistula. 

(?)  The  ends  of  the  sphincter  are  pulled  out  o£  the 
?its  into  which  they  had  retracted,  by  single  tenacula,  and 
cleared  of  any  granulation  tissue  which  may  cover  them. 

Two  interrupted  stitches  of  number  i  chromic  catgut  are 
^^ssed  through  the  ends  of  the  muscle,  so  that  when  tied  the 
^ots  will  be  buried  in  the  perineal  body.  These  are  for 
oproximation  only.     Tvra  silkworm-gut  &V\lc\ie%  Mft  ■^assK^ 


3IO 
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tlirough  tlie  sphincter  and  sheath,  beginning  at  the  mw 
cutaneous  junction  at  the  anus  on  one  side,  and  emcrgbgtf 
corresponding  pi)int  on  the  opposite  side.  These  are  I 
approximation  and  tension.  With  this  plan,  further  tend 
stitches  are  unnecessary, 

(8)  All  the  rectal  slitchcs  are  tied  from  above  downw« 

(9)  The  rest  of  the  perineal  injury  is  repaired  as  may 

_  required  by  the  extent 

the  tear,  disregarding 
rectal  feature  of  the 
In  complete  tears  il  isn 
common  for  the  levatot 
escajje  injury,  and  the  U 
is  confined  to  the  i^eriM 
body  in  the  middle  line. 

Afler-trcaimptU 
same  as  any  plastic  e« 
for  the  care  of  the  bow 
Much  the  safest  plai 
keep  the  bowels  liquid  El 
the  start,  usually  eili 
magnesium  citrate,  flat 
Rochclle  salts, 
these  is  used  in  quanti 
varying  in  each  case^ 
sufficient  to  give  two  liquid  movements  a  day.    This  p\a 
much  safer  than  keeping  the  bowels  locked,  and  infcti 
is   not   to   be  feared."   The  stitches  are  removed  on  the 
teenth  day,  best  in  the  knee-chest  posture  through  a  r 
speculum,  cautiously  opened,  and   the  bowels  must  be  1 
liquid  for  at  least  a  month  and  soft  for  two  or  three  mot 
thereafter.    The  commonest  cause  oE  failure,  next  to  infec 
is  neglect  of  the  bowels,  especially  after  the  stitches  have  bee 
moved.    Infection  is  likely  to  result  in  either  complete  failureMi 
rectovaginal  or  rectoperraea\t5i\.vi\a:.    'Wew.'iSLltct  rarely  it  cm  t 
AeaJ  spontaneously,  and  m\is^\ie  t\tfie&\yj  ^«ssittft.qs*M*Mw 


plete  tear  operation,  a.  The  lip  of  the 
tear  in  Ihc  rectovaginal  septum;  6.  the 
sphincter  anij  c,  denuded  area  around 
the  tear  in  the  rectovaginal  seplum; 
d.  end  of  sphincter,  dug  out  of  ita  pit. 
1.  Intemiptod  suture  closing  apex  of  tear 
in  rectovaKinul  septum.  2,  Interrupted 
sutitre,  through  sphintler  and  sluath. 
Only  one  of  each  kind  is  shon-n. 
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In  thiaor  any  other  plastic  it  is  unnecessary  to  keep  the  knees 
Wund  together,  unless  the  patient  is  unruly  or  Helirious,  and 
'he  may  turn  on  either  siile  after  forly-ei^hl  Imurs. 

Factors  Essential  to  Success  in  Complete  Tear  Operations. 
0  Choice  of  proper  time  and  condition  for  operiitions. 

;  Stretching  of  sphincter.  (,5)  Exposure  and  cleansing  of 
'iili-  of  sphincter.  (4)  Permanent  suture  malerial  {silkwonn- 
■*Jt)-  (5)  Pass  sutures  dce[)  enough  to  catch  sheath  of  sphinc- 
er.  (6)  Leave  stitches  in  at  least  sixteen  days,  (7)  Keep 
»owels  liquid  from  start.     If  the  bowels  should  be  locked,  the 


first  movement  must  be  secured  under  oil  enemata,  and  in  all 

prabability  by  breaking  up  the  fecal  mass  by  the  gloved  finger, 
inserted  in  the  anus  and  murcellating  the  mass  by  pushing 
back  toward  the  sacrum  and  never  forward. 

With  projwr  management,  and  if  necessary,  timely  episiot- 
>my,  a  repaired  sphincter  will  usually  withstand  subsequent 
ielivery  without  giving  way. 

Genital  fistulae,  being  as  a  rule,  late  complications,  are  best 
^nsidered  In  the  next  chapter,  in  the  pathologic  sequeUe  of 


CH.\PTER  XIV 
THE  PATHOLOGIC  SEQUELS  OF  CHILD-BIRn 

The  commoner  pathologic  sequels  of  child-birth,  injuriou 
affecting  the  patient's  health  are: 

(i)  Lacerations  of  the  birth-canal.  {2)  Erosion  of  the  cen 
(not  due  to  laceration).  (3)  Retrodisplacement  of  the  ut 
(4)  Pelvic  inflammation.  (5)  Diastasis  of  the  recti. 
Floating  kidney.  (7)  Fractured  coccyx.  (8)  Recti 
(g)  Cystocele.  (ro)  Prolapse  of  the  uterus.  (11)  Irka 
tinence  of  urine,     (iz)  Genital  fistuiie. 

Many  of  the  operations  required  in  the  treatment  of 
pathological  sequela;  of  child-birth  are  here  described 
principle  only  and  not  by  detailed  steps  of  technic  Th 
are  all  done  at  periods  remote  from  delivery,  and  hence  1 
properly  included  in  works  on  gynecology,  and  have  no  din 
bearing  on  the  obstetric  question.  This  apphes  especially 
the  operative  treatment  of  backward  displacement  of  t 
uterus. 

Lacerations  are  described  in  the  preceding  chapter. 

EROSION  OF  THE  CEBVE 
Erosion  of  the  cervix  is  commonly  miscalled  ulcer.     It 
not  ulceration,  but  a  prolapse  of  the  deep-red  columnar  epith 
lium  of   the  cervical  canal  over  the  squamous  epithelium  of 
the  anterior  and  posterior  lips  of  the  cervix.     Its  appearance 
is  red  and  angry.     It  bleeds  easily  to  the  touch,  but  is  not 
ulceration  in  the  sense  that  destruction  of  tissue  accompai 
it.    The  causes  are:  (i)  Laceration.    (2)  Gonorrhea.    {3)  > 
specific  infection  of  the  cervical  or  endomelrial  glands, 
is  occasionally  seen  in  virgins,  and  in  these  cases  often  no  cat 
CAn  be  found. 

3ta 


Pig,   t4s.— Bilateral  lai 

marked  eversion  and  ert 
Lia  seen  through  a  b 
specxtliini.     (fl.   ( 


—The  symptoms  of  erosion  are  a  profuse,  stringy 
»purulent  leukorrhca. 
Kagoosis  is  made  by  inspection  through  a  bivalve  speculum. 

i  not  possible  accurately  to  diagnose  erosion  by  digital 

oination.  The  anterior  or  posterior  lips  of  ihe  cervix 
the  site  of  apparent  ulceralion,  red,  and  bleed  easily 
ID  touched  with  an  instrument.  When  the  blades  of  the 
»l\-e  speculum  are  widely  opened, 
s  common  for  the  lips  of  the  nor- 
I  cer\TX  to  be  separated  so  that 
!  mucous  membrane  of  the  cervical 
]  is  visible,  WHien  the  speculum 
slightly  withdrawn,  the  lips  fall 
[Elher  and   the  apparent  erosion 

Ippeaxs.     When  erosion  really  ex- 

,  it  does  not  disappear  when  the 
eculum  is  withdrawn- 
Treatment. — Erosion  due  to  lacer- 
ion   of  the  cervix  will  not  disap- 

ar  permanently  until  the  laceration  is  repaired.  Ero- 
la  due  to  gonorrheal  infection  is  incurable,  as  long  as  the 
sease  persists.  From  both  these  causes,  erosion  is  merely  a 
mptom  which  disappears  as  soon  as  the  primary  cause  is 
moved.  The  best  routine  treatment  for  erosion  of  the 
rvhc,  not  due  to  one  of  the  abo\'e  causes,  is  to  expose  the 
rvix,  through  a  bivalve  speculum,  pour  in  the  speculum 
Hugh  40  gr.  to  the  ounce  nitrate  of  silver  solution  to  cover 
5  cervix  completely,  allow  it  to  remain  for  five  minutes, 
snge  out  the  excess  and  remove  the  speculum.  If  the 
lotion    causes  unpleasant  stinging,   it  can  be  neutralized 

a  douche  of  normal  salt  solution  (one  dram  to  the  pint). 
his  application,  repeated  once  or  twice,  at  intervals  of 
rty-eight  hours,  is  usually  all  that  is  required.  If  a  vaginal 
uche  is   deemed  advisable,    the  following  will   be  found 

sfactory:  Carbolic  acid  2  drams,   zinc  sulphate  i  ounce,  J 
d  alum  3  ounces.     Two  teaspoonfuls  of  this  powdei  Xo  VN<fl 
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quarts  of  hot  water.     The  directions  to  the  patient  for 
a  douche  are: 

1.  Always  in  recumbent  posture,  preferably  in  bath 

2.  Use  fountain  syringe  and  never  a  forced  flow, 
,;.  Boil  syringe  and  nozzle,  and  use  boiled  water, 

4.  Use  only  mild  antiseptics,  such  as  boric  acid;  pemM 
ate  1-3000,  and  not  bichlorid  or  carbolic  acid. 

5.  Have  water  comfortably  hot.     Never  cold. 

6.  Have  syringe  not  more  than  two  feet  above  Ijody. 

7.  Control  flow,  so  that  four  quarts  will  take  fifteen 
lu  flow  through. 

8.  Use  nozzle  with  blind  end,  and  openings  Ln  side. 
g.  Do  not  use  hot  douche  just  before,  during,  or  justl 

period. 

Sometimes  a.  severe  erosion  will  require  amputation 
cervix.  This  is  only  to  be  done  when  all  other  means  1 
faik'd.  As  little  as  possible  of  the  cervix  should  be  remo 
because  of  the  tendency  to  subsequent  miscarriage.  ] 
well  to  have  all  these  persistent  erosions  examined  na 
scopically  for  possible  malignancy.  | 

RETRODISPLACEMENT  OF  THE  UTERUS 

Retro  displace  men  I  ul  the  uterus  is  of  two  kinds: 
Retrorersion  where  the  uterus  is  turned  backward 
distortion  of  lis  longitudinal  axis;  retroSenon  where  the  i( 
is  sharply  bent  backward. 

Symptoms. — (i)  Persistent  backache,  low  down,  relie 
by  lying  in  bed,  disappearing  in  the  morning  and  gradu; 
increasing  all  day.  If  the  uterus  is  adherent,  the  backa 
may  be  constant;  (2)  persistent  vertical  or  occipital  headac 
(i)  moderate  pain  in  both  groins  (torsion  of  the  broad  li 
raents;  (4)  dysmenorrhea  or  menorrhagia,  also  irregulari 
with  a  tendency  to  frerjuency  of  the  periods.  Many 
attended  by  no  symptoms  aV  aU,  vhe  tfttroversion  beil 
the  course  oi  ex8ittaii3.xSop.  io^  <3iO 
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osis. — T/ie  position  of  the  cervix  is  tio  guide  to  llie 
'iott  oj  the  uterus.  Two  fingers  of  one  hand  are  inserted 
lie  vagina,  the  tips  of  the  fingers  being  in  the  anterior 
nnl  vault.  With  countcrpressure  on  the  abdomen,  the 
ine  body  should  be  felt  between  the  fingers.  If  it  is  not, 
ingers  in  the  vagina  are  placed  behind  the  cervix,  and  the 
ine  body  may  be  felt  in  the  hollow  of  the  sacrum.  In 
5  of  doubt  the  position  of  the  uterus  may  be  determined  by 
erine  sound,  but  the  danger  of  injury  and  infection  is  so 


Pig.   146. — JJomial  pi 


at  that  the  method  cannot  be  recommended.  In  all 
ibtful  cases,  an  anesthetic  may  be  necessary.  A  tliagnosis 
)uld  never  be  made  unless  ihe  bladder  is  empty. 
Ireatment — This  de|>ends  upon:  (i)  The  time  when  the 
tient  is  seen;  (j)  the  presence  or  absence  of  adhesions; 
)  the  social  class  of  the  patient,  as  the  palliative  treatment 
ilh  a  pessary  requires  care  and  attention  a  workmg  woman  is 
n  able  to  afford. 

If  the  retroversion  is  discovered  at  the  final  exaTO\M.t.ioiv, 
r  weaLd  alter  ckHd-birtk,  the  uterus  may  be  te'pVacti  Mii 
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vjjlna,  the  tips  of  the  fingers  behind  the  cervix.    The  uterine 
t>idy  is  lifted  up  as  far  as  possible,  and  the  other  hand,  on  the 


. — The  different  steps  in  hiTnanual  reposition  of  a  retroverled 
lis  is  only  possible  when  tho  patient  is  thin,  relaxed,  and  the 
It  adherent. 
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and  pull  it  forward.  This  is  only  possible  when  a  palj 
thin,  the  alidomcn  relaxed,  and  the  uterus  free  from  adhi 
A  double  tenaculum,  in  the  anterior  cervical  Up,  is  ofte 


50. — Knte-chest  elevated  porflion.     (Ashlo-it.) 


ful.    If  this  attempt  faiU,  the  patient  is  put  in  the 
posture,  the  perineum  retracted  by  a  Sims  speculum,  ai 
uterus  pried  up  by  a  repositor  in  the  posterior  vaginal 

I  aided  by  a  tenaculum  in  the  cervix.  It  this  fails,  the  at 
should  be  repeated  under  aw  savesUttttic,  The  reposit 
the  uterus  by  a  sound  01  c&^^elKI 
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nt  but  danRcrous,  and  should  nut  be  used  unless  proper 
btJc  precautions  are  observed.  If  the  uterus  can  be  re- 
]  at  all,  one  of  the  methods  described  will  be  successful. 
•Uio*i  of  the  Uterus  in  Position. — 11  the  uterus  is  free 
btn  adhesions;  if  there  is  good  perineal  support;  if  the  uterus 
•ai  be  replaced,  and  if  the  patient  does  not  have  to  do  hard 
anual  labor,  a  pessarj'  will  keep  the  organ  in  proper  position. 
Kinds  0/  Pessary. — The  kinds  in  most  common  use  are: 
.;    Hodge;  (2}  Albert  Smith  modification  of  the  Hodge,  and 


-The  first  step  in  the  insertion  of  a  pMsarj-.     (After  B.  C.  Hir. 


I, I  Thomas.    The  Smith  and  Thomas  pessaries  are  the  best, 

Ihc  Hodge  is  usually  uncomfortable;  except  in  cases  where 

there  is  a  moderate  lack  of  perineal  support. 
Insertion  of  a  Pessary. — (i)  The  patient  is  in  the  dorsal  posi- 

■ion;  (a)  the  uterus  is  in  proper  position;  (3)  the  pessary  is 
pasped  by  the  lower  bar  and  greased  (glycerin);  (4)  the 
ftttefinger  of  one  hand  presses  down  in  one  vaginal  sulcus;  (5) 
the  pessary  is  inserted  obliquely  in  this  sulcas,  and  upside 
lUjwn,  for  about  one-half  lis  length;  (6)  the  pessary  is  lurned 
fi^t  side  up;  (^)  the  forefinger  of  the  olhet  ^a^ai  nuiVes. 
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pressure  on  the  uftper  bar  of  the  p)t;Ssary,  carrying  it  q 
behind  the  cervix  (never  in  front  of  the  cervix). 

Qualificalions  /or  Proper  Pessary. — (i)  No  portion  d 
visible  when  inserted  (if  so,  it  is  too  long,  and  can  be  sliOi 
by  increasing  the  curvature);  (2)  it  should  reach  from  d 
terior  vaginal  vault  to  the  anterior  vagina!  wall,  at  ilie 
the  internal  urinary  meatus;  (3)  there  should  be  room 
the  finger  all  around  it;  (4)  it  should  be  the  smallest  th 
satisfactorily  support  the  uterus;  (5)  it  should  cai 


I  (6)  it  does  not  interfere   with  coitus;  (7)  in 

j  0exion  the  Thomas  pessary  is  used  to  span  the  angle  of! 

J  It  is  not  always  possible  to  find  at  the  first  trial  a 

;■  satisfactory  in  all  respects.     The  instrument  must  be 

i  each  case.     The  shape  of  the  pessary  can  be  varied  by: 

I  sing  in  boiling  water;  moulding  it  to  the  desired  shaj 

I  then  plunging  in  cold  water  to  harden  it. 

I  A//cr-trealment. — T\ie  pa.\\fcTi\.  \^  ViAi^  "ui  te^^ott  in 

t  or  sooner  if  she  is  uncomloiVabV.    ^«*Cw 


—The  pessary  in  position.     (After  Skaie,) 
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■•tks  for  three  months.  At  each  visit,  the  pessary  is  removed 
hooking  the  forefinger /row  below,  under  tlie  lower  bar;  the 
ijinal  vaults  are  inspected  through  a  bivalve  speculum  for 
i.iiible  erosion  or  irritation,  and  if  none  is  found,  the  pessary 
i=  reinserted.  After  three  months,  an  attempt  is  made  to  do 
v.-iihout  the  pessary,  for  two  weeks;  if  the  uterus  is  found  in 
jood  position,  and  again  four  weelcs  later,  the  patient  may  be 
irged  as  cured.  If  the  displacement  recurs,  the  pessary 
igain  inserted  for  three  months,  with  examination  as  before. 
If  then,  after  the  pessary  has  been  worn  for  six  months,  the 
Uterus  will  not  stay  in  place  without  support,  the  patient  is 
pvea  her  choice  between  the  constant  wearing  of  a  pessarj'  or 
operation.  During  the  period  of  trial,  the  patient  may  undergo 
•  course  of  pelvic  massage  and  Swedish  movements,  designed 
to  strengthen  the  pelvic  muscles  and  ligaments,  but  of 
doubtful  value. 

The  long-continued  wearing  of  a  pessary  is  not  desirable.  It 
ftqiiires  constant  watching,  the  pressure  of  it  is  irritating,  it 
I  'rn'is  to  aggravate  any  neurosis  of  the  patient,  and  to  convince 
I  patient  that  she  requires  constant  medical  attention. 
'■!'|uent  vaginal  douching  while  the  pessary  is  worn  is  not 
-iiviiable;  a  douche  of  salt  solution  twice  a  week  is  ample. 
A  pessary  is  not  Indicated  in  a  patient  who  has  to  work; 
it  is  contra -indicated  in  an  adherent  retroversion,  in  perineal 
lacerations  and  only  the  Thomas  pessary  should  be  used  in 
cases  of  retroflexion. 

Adkerciit  retroversion  may  sometimes  be  managed  by  placing 
the  patient  in  the  knee-chest  posture,  retracting  the  perineum 
with  a  Sims  speculum,  and  piacking  in  the  posterior  vaginal 
X'ault  small  wool  tampons,  making  as  much  pressure  as  the 
patient  can  endure.  The  vagina  is  then  packed  with  other 
tampons  to  hold  the  upper  ones  in  place.  A  strict  count  should 
be  kept  of  the  number  inserted-  They  arc  removed  in  forty- 
eight  hours,  the  vagina  douched,  and  a  fresh  lot  inserted.  This 
IreaUncDl,  kept  up  over  six  or  eight  weeks,  will  somclim' 
replace  a  uterus  which  at  /Jrst  was  densely  juiheieat.    ^ 


J 
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uncomfortable^  and   requires  patience,   but   as  a 
avoiding  operation  is  worth  a  trial. 

Operative  Treatment  of  Retrodisplarement. — Many  operaUoa 
have  been  devised,  but  those  in  most  common  us 
following: 

(i)  The  Alexander  (Alexander-Adanis-Alquie-Edebohls)  tbcl 
principle  of  which  is  the  shortening  of  the  round  ligamcnul 
in  the  inguinal  canal.  It  has  the  disad%antage  of  not  permit  f 
ting  inspection  of  the  pelvic  organs  for  adhesions  or  the  ap-l 
pendix,  unless  the  internal  rmgs  bu  opened     This  can  ea^  I 


Pic.  154. — The  suspenHon  stitch 
slitch  \3  tied,  and  the  flap  of  iieritoneum  closed  over  it.  the  stilch  it  in  t!:r- 
peritoneal  cavily.  and  less  subject  to  cause  a  persistent  sinua  shonl'l 
the  wound  become  infected,     {Afltr  B.  C.  Hint.} 

Pic.  155. — A  lateral  view  of  the  operation  of  ventro-suspciision  oli'i' 
uterus  completed.  Notice  how  the  bladder  is  cramped  for  room.  lAfl" 
Crolsm.) 

be  done,  however.  It  has  a  limited  field,  as  there  must  be  n  ^ 
suspicion  of  pelvic  adhesions,  and  the  patient  must  not  t' 
fat.     It  has,  when  properly  done,  very  few  failures  and  wh! 

stands  subsequent  child-birth  well. 

(2)    The      Pfannensliel      transverse      incision,     combinii 

with  the  Alexander  o[jeration.     This  permits  the  inspecU"i 

0/ iAe  appendages,  Lhe  Temova-VoKUc  appendix,  and  also  utilb - 

I  round  ligaments  ior  supgoiX.  o^  v'pfc  'a.Woaa.  "to-'-^-Hg^ 
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ca\ile  to  any  case,  and  has  the  good  features  of.thc  Alexander 
■  '3tion  without  its  limilalions. 

!    has  some  objectionable  features:  (i)  Danger  of  injury  to 

bladder,  in  opening  the  peritoneum,  as  the  wound  is  very 

;  the  symphysis;  (i)  difficully  in  removing  a  badly  ad- 

pat  appendix,   because  of  limited  room;  (3)  deep-seated 

iaiomata  due  to  extensive  separation  of  muscle  under  the 

,  are   not   uncommon  and  cause  jirolonged  drainage; 

U  it  is  technically  difficult ,  or  impossible,  if  the  patient  is  fat, 

)  Ventrosuspension  of  ihe  uterus  to  the  anterior  abdomi- 

I  wall.     It  will  not  withstind  future  child  bearing,  though 

clive  until  the  patient  has  in<  ther  tliild 


(4)  Baldy  operation  of  bringing  the  round  ligaments  through 
I  the  broad  ligaments,  under  the  ovarian  Ugamcnts,  and  sewing 
I  Ihe  loops  together  behind  the  uterus.  (The  Webster  opera- 
I  lion  is  the  same,  except  that  the  loops  of  the  round  ligament 
I  Me  not  drawn  together  behind  the  uterus.) 

(5)  Gilliam  operation,  where  the  round  ligaments  are 
brought  through  the  rectus  muscle  and  peritoneum,  to  either 
side  of  the  abdominal  incision  at  its  lower  end,  and  the  loops 
('f  Ihe  ligaments  sewed  together  and  to  the  rectus.  It  docs  not 
Hve  the  uterus  in  normal  position.     (The  Mayo  operation 

3  modification  of  this;  the  round  ligaments  being  caught  at 
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the  internal  ring,  and  pulled  over  to  the  midline,  in  the  in 
sion,  between  the  fascia  and  the  muscles). 

(6)  Coffey  operation,  where  the  round  ligaments  are  told 
down  the  anterior  face  of  the  uterus  to  the  vesical  attadunt 
and  back  again  to  the  cornu,  and  secured  by  sutures.  ' 
will  not  withstand  subsequent  child-birth. 

All  the  vaginal  operations  for  retroversion  are  attended  I 
difficulty  in  subsequent  child-birth,  and  are  not  to  be  reciM 
mended  in  women  of  child-bearing  age. 

The  indications  tor  operative  treatment  are:  (i)  adhcm 
retroversion,  where  attempts  at  reposition  have  failed;  ( 
where  the  pessary  has  failed  to  cure,  and  further  wearing 
the  instrument  undesirable;  (3)  working  women,  unable: 
aSord  the  time,  attention  and  semi-invalidlsm  required  t 
the  pessary. 

PELVIC  INFLAHHATION 

Under  this  head  is  considered  the  moderate  infections  of  d 
parametriul  connective  tissue,  not  including  those  rcquirii 
operation.  These  latter  will  be  found  under  the  complicatia 
of  puerperal  sepsis. 

Symptoms.— (i)  Pelvic  pain,  worse  on  the  left  side  usiiill 
markedly  increased  by  being  much  on  feet,  or  by  constipalic 
(2)  usually  bladder  irritability;  (3)  moderate  fever  (la 
and  moderate  leukocytosis  (16000);  (4)  the  uterus  is  fi 
the  cervix  cannot  be  moved  by  the  examining  finger  wit! 
pain;  (5)  the  bases  of  both  broad  hgamenls  and,  to  a  lea 
degree,  the  connective  tissue  of  Douglas  pouch  and  the  ves' 
uterine  space,  are  indurated;  (6)  there  is  no  other  palp^ 
pelvic  mass. 

Treatment.— (i)  Hot  vaginal  douching,  three  times  d 
using  mild  astringents  or  antiseptics,  never  powerful  c 
The  water  should  be  as  hot  as  the  patient  can  stand,  usuJ 

3°  F.,  and  the  directions  already  given  should  be  obi 
{2)  application  of  tincture  of  iodin  (7  per  cent.)  to  ihevi 
vaults   twice  or  three  Ume=.  a  -weeV,  ^.j^  ViYw^-jiasrA, <^t 
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cent,  boric  acid  in  glycerin)  or  ichlhyol  (50  per  cent,  ichthyol 

in  glycerin)  on  wool  tampons,  three  times  a  week,  the  tampons 

feeing  removed  after  twenty-four  hours,  and  the  douching 

carried  out  only  when  the  tampons  are  not  in  place.     Boro- 

^ycerid  is  preferable  to  ichthyol,  as  it  does  not  stain  the  cloih- 

^^E'    (4)  Bowels  kept  well  of)en,  with    magnesium    citrate. 

-Any  case  not  yielding  to  the  above,  will  probably  require 

surgical  interference. 

DIASTASIS  OF  THE  RECTI 

In  the  last  three  months  of  every  pregnancy  the  abdominal 

reed  are  gradually  separated  by  the  pressure  of  the  enlarging 

uterus.    In  cases  of  hydramnios  or  multiple  pregnancy  where 

the  abdomen  is  overdistended,  the  separation  may  be  extreme. 

B  an  abdominal  binder  is  worn  and  kept  properly  tight  during 

the  puerperal  convalescence,  the  muscles  gradually  assume 

their  normal  parallel  course,  and  the  support  of  the  anterior 

abdominal    wall   is   not   markedly   diminished.     Where    the 

abdominal  binder  is  not  worn,  or  discarded  too  soon,  or  not 

kept  properly  tight,  permanent  separation,  with  consc(|ueiU 

Splanchnoptosis  and  pendulous  abdomen  will  result.     The 

effects  of  a  diastasis  are  chiefly  those  of  splanchnoptosis  and 

practically  a  ventral  hernia.    The  patient,  if  the  diastasis  is 

UULrked,  is  incapacitated. 

Diagnosis  is  easy.  The  abdominal  skin  is  flaccid  and  wrin- 
kled; coils  of  intestine  can  plainly  be  seen  moving  under  the  thin 
skin  and  fascia;  when  the  patient  strains  the  center  of  the 
abdomen  rises  like  a  dome,  and  the  edges  of  the  separated 
muscles  can  be  felt. 

Treatment. — A  separation  of  less  than  four  fingers  in  breadth. 
can  usually  be  disregarded,  as  the  symptoms  are  so  moderate 
that  no  relief  is  needed.  Greater  separation  than  this  gives 
symptoms  whose  severity  are  in  direct  ratio  to  the  degree  (^f 
separation.  A  moderate  case  can  be  relieved,  temporarily  at 
least,  by  an  abdominal  binder,  preferably  one  which  supports 
tAe  abdomen  as  well  as  compresses. 
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A  straighl-front  corset  will  give  good  support ;  adhesive 
will  give  temporary  relief.  Massage  and  electricity  a: 
likely  to  have  any  beneficial  effect.  Exercises  lending 
strengthen  the  abdominal  muscles  often  help  the  iih 
cases  greatly,  but  are  useless  where  the  separation  is 
or  five  fingers.  All  these  methods  are  merely  tem[ 
(except  possibly  after  the  first  labor)  and  cannot  be  used 
women  obliged  to  do  hard  work.  In  these  patients, 
Webster  operation  will  effect  a  cure.    The  principli 

on  from  the  ensiform  to  the  pubes,  dissecting  back 
skin  and  fat  on  each  side  to  the  retracted  muscles.    Id 
process  the  peritoneal  cavity  is  usually  opened  as  the  umbilit 
is  cut  across.    The  small  opening  is  closed  at  once,  and 
rest  of  the  operation  is  extraperitoneal.     The  sheaths  of 
separated  recti  are  sewed  together  without  opening  ihem 
the  middle  line,  using  interrupted  chromic  catgut  number 
for  tension  sutures  and  continuous  number  i   chromic  catgul 
stitch   for   approximation.     The    tissue    lying   between  Ik 
muscles  is  allowed  to  arrange  itself  behind  the  suture  line,  anil 
is  not  excised.    The  excess  of  the  skin  is  trimmed  off,  and  il 
desired,  a  ne.T  umbilicus  can  be  made,  by  a  purse-siring  suturt 
inverting  the  skin  edge,  at  the  proper  point. 

This  operarion  withstands  subsequent  labor  provided  il  doe* 
not  occur  too  soon  after  the  operation  (t^o  years  al  least*  and 
proper  attention  is  given  to  the  abdominal  hinder  during  ihe 
puerperium. 

FLOATING  KIDNEY 

Causes. — (i)  Loss  of  the  supporling  fatty  capsule;  (i) 
drag  on  kidney  by  movalile  cecum  or  colon;  (3)  secondarily 
only  the  relaxation  of  the  lower  abdomen  by  the  distention  ni 
pregnancy. 

Symptoms. — In  most  cases,  symptoms  are  absent.    Only  a 

small  percentage  (5  to  8  per  cent.)  require  any  relief.     A  dull 

dragging  pain  in  the  loin  ^,neav\v  aWa.-^-,  \.W  ti^htl  associau4 

'  w/lh  a  '"sense  of  looseness"  m  vW  toiiis.^oRSTO.^  •»&»*« 
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ibdomen.     The  discomfort  is  not  transmitted  down  the  ureter, 

isis  likely  to  be  in  stone.    Sudden,  sharp  attacks  of  pain,  due 

10  the  twist  in  ihe  ureter  with  temporary  hydroncplirnsis,  arc 

commun.     Often  a  large  quaniily  of  urine  is  passed,  following 

such  an  attack  of  pain.     The  severity  of  the  symptoms  does 

not  depend  upon  the  degree  of  looseness,  and  coincident  appen- 

liiriTi^  is  frequent,  due  to  congestion  of  the  appendiceal  veins 

■  ressure  of  the  kidney  on  the  mesenteric  veins  (Edchohls), 

diagnosis. — The  patient  is  arranged  flat  on  her  back,  with 

.:li;-  flexed  on  the  abdomen.     It  is  impossible,  except  in  ihin 

individuals,   to  feel   the  normally  placed  kidney.    The  k-fl 


— Ncphrtirrhaphy. 


Wd  is  placed  flat  under  ihe  left  flank,  and  pressed  upward, 
'lilc  the  right  hand  makes  counter  pressure  on  the  abdomen, 
■  I  l>elow  the  costal  margin.  The  patient  lakes  a  deep  breath 
iiil  then  exhales  quickly.  The  smooth,  elastic  body  of  ihe 
Lalney  is  unmistakable.  As  the  kidney  is  often  low,  the  exami- 
iiaiiofi  ^houldextend  as  fardown  as  ihepelvic  brim.  In  doubt- 
'ul  cases,  the  pelvis  of  the  kidney  may  be  injected  and  an  .x-ray 
«'ill  show  its  position.  Pyelography  is  not  entirely  safe  how- 
n'cr,  as  extensive  penetration  of  the  silver  salt  into  tile  paren- 
'^Wina  of  the  kidney  will  sometimes  occur. 

Treatment  is  only  required  when  definile  symptoms  demand 
i"tlic[.     Muscular  e-xerdse,  full  diet  and  a  properly  titling  alj- 
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dominal  binder,  with  a  pad,  will  relieve  the  moderate 

Where  Diell's  crises  of  pain  occur,  however,  or  in  very  IQ 

very  movable  kidnevs  operation  is  required.    The  prim 

decap  ulation   of   the   kilney,   mth   suspension   by  si 

through  the  capsule  against  the  cut  edge  of  the  q\a 

lumborura,  outside  the  erectca 

^^^^  ^^       just  below  the  last  rib.    The] 

^^^H  y'^Sk  hould  not  be  fixed  too  high, 

^^^H  /Jgtgm         ibe  last  rib.  as  it  is  likely  to 

^^^^  /    ^M^v-         over    the    points    of   support 

W  /   jF^         \  Icidney  thus  fixed,  is  always  pa 

I  /  £  j^  and  the  patient  should  be  inj 

1  /mw^^09  °^  ^'^'^  i&f^\.i  to  avoid  errors  c 

r  /^Hujj^B^W^        nosis  in  any  fulure  cxaminatia 

I         mHI^^IHI  ectopic  kidney 

Ectopic  kidney  is  the  conge 

low  kidney,  at,  near  or  even 
the  pelvic  brim.  The  vessel 
from  the  internal  iliacs,  ai 
ureter  is  short,  hence  the  rep 
to  its  normal  position  is  impi 
Diagnosis  can  be  made  definii 
catheterizing  the  ureters  witl 
catheters  and  a;-ray  picture. 
condition  is  of  no  importance 
inlabor,  but  should  be  excluded 
an\  attempt  at  repositioa  of  tj 
ney  is  made 


FRACTURE  OF  COCCYX 


stominoT  \ 


Fractured  coccyx  is  most  common  in  justominor  '\ 
especially  where  forceps  have  been  used,  and  in  elda 
mipara;.  The  injury  may  occur  spontaneously.  It  & 
commonly  a  rupture  of  the  joint  between  the  first  and  I 
pieces  of  the  coccyx, 
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Mechanism. — The  mechanism  of  a  fracture  of  the  coccyx, 

ilfing  in  permanent  mobility  is  first  a  fall,  where  the  coccyx 

Irivea  in  the  pelvic  canal,  rupturing  the  posterior  longi- 

-tlmal  hgaments,  and  causing  the  coccyx  to  project  much 

**r[iier  than  normal  into  the  pelvic  canal.    In  labor,  the  head 

•Kjshes  the  coccyx  in  the  opposite  direction,  causing  a  rupture 

'^  'he  anterior  longitudinal  ligament,  and  a  separation  of  the 

■  between  the  first  and  second  pieces. 

Tenainations. — (i)  The  coccyx  may  ankylose  inward  (Inlo 

c  canal)  when  spontaneous  cure  results,  until  the  next 


ISQ — Teal  ng  the  coi 


(Afl- 


pbor  breaks  it  a^ain;  (i)  ankylosis  backward,  in  a  straight 

Be,  so  that  the  patient  sits  upon  the  tip  of  it,  like  a  nail;  {3) 

manent  painful  mobility,  coccygodynia — much  the  com- 

mcst.    The  first  requires  no  treatment,  the  others  require 

"^oval  of  the  bone. 

Causes  of  Coccygeal  Pain. — Pain  is  not  always  due  to  injury 
^'(  the  bone.  The  causes  of  coccygeal  pain  are:  (i)  Injury; 
'^)  reflex  (from  retroversion  of  the  uterus);  (3)  rheumatic; 
^A-i  neurotic.  It  should  be  an  invariable  rule  inver  to  remove 
'  br  coccfx  unless  injury  can  be  demonstrated. 


Symptoms  of  Painful  Mobility.— (i)  The  patient  c 

of  pain  at  the  end  of  the  spine  on  walking,  sitting  or  p 
larly  on  defecation;  {2)  she  has  difficulty  in  arising  I 
chair;  (3)  she  sits  on  one  buttock,  and  cannot  r 
one  position. 

Diagnosis. — With  the  patient  in  the  Sims  O^ft  1 
posture,  one  forefinger,  protected  by  a  finger-cot  or  gloif  ■ 
inserted  in  the  rectum  and  the  coccyx  grasped  between  1 
finger  and  the  thumb  outside.  There  is  normal  anteropn- 
rior  motion  of  about  1.5  cm.  ll 
udCcvN  can  be  moved  laterally;  ii  ' 
movement  causes  pain,  and  if  hy  |ir. 
sure  a  step  can  l>e  made  bctwei-n  ■ 
upper  and  lower  fragments,  the  h^v.' 
injured,    JV-ray  does  not  show  the  inju' 

Treatment-^At  least  six  months  aiici 
labor  should  be  allowed,  for  pos.'ibli 
spontaneous  ankylosis,  A  mild  oini- 
ment  (i  or  2  per  cent,  iodin)  m.iylK 
used  externally  over  the  bone,  chiefly 
as  a  placebo.     If    spontaneous  cure  t 


V 


Plc,    i6u.— The    line 

Eygectomy.  The  last 
piece  o(  the  sacrum  haa 
tubercles  but  no  lateral 
aim  the  first  piece  of 
the  coccyx  han  lateral 
niffi  but 
The  line 


no  tubercles.    1^0'  effected,  or  if  the  coccyx  ank>l 
Df  amputation     backward,  its  removal  is  indicated. 

lies  between  them.  .  ,    ,  ... 

coccyx  IS  exposed  by  an  incision  "\' 
it,  as  far  from  the  anus  as  possible.  The  bone  is  diswdi'! 
loose  from  lis  attachments  with  scissors,  care  being  lakm  nal 
to  wound  the  rectum,  which  is  close  underneath.  The  dissa-, 
tion  is  carried  above  the  lateral  ala?  on  the  first  piece  of  ik\ 
coccyx,  and  the  hone  amputated  with  a  Gigli  saw  beiuwii 
these  alse  and  the  tubercles  marking  the  last  piece  of  M 
sacrum.  It  is  important  that  all  the  coccyx  be  remo( 
amputation  through  the  ruptured  joint  will  not  relieve 
symptoms.  The  median  sacral  artery  is  tied,  the  deep 
drained  with  a  few  strands  of  silkworm-gut  (horsehair 
and  closed  with  ii\t.eTTU\iUd  ^vVvcW?.  at  silkworm-gut,  s 
all  dead  space  is  obYkeiavcA.    ?«mcras.  ji&aoaiaa  nag  -wA 
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kbe  wound  is  improperly  closed.    It  is  dressed  with  gauze  and 

Fodion,  and  kept  as  clean  as  possible.    The  stitches  are 
loved  in  two  weeks. 


Rectocele  is  caused  by  a  bulging  forward  of  the  anterior 
of  the  rectum,  covered  by  the  posterior  vaginal  wall, 
rough  a  tear  in  the  fascia  between  the  levator  ani  and  deep 
^versus  peiinei  muscles,  and  the  triangular  ligament.    The 
Ltient  will  usually  mistake  the  condition  for  prolapse  of  the 
^rus. 

Diagnosis. — ^With  the  patient  in  the  dorsal  position,  the 
Lbia  are  separated,  and  she  is  asked  to  strain.    The  bulging 
f«»ward  of  the  rectocele  is  obvious. 
Tkeatment. — Proper  repair  of  the  perineal  floor  and  body,  as 
ibed  under  lacerations  of  the  birth-canal. 

CYSTOCELE 

C)rstocele  is  a  bulging  downward  of  the  bladder  and  anterior 

wall. 
Causes. — (i)  Laceration  of  the  muscle  of  the  urogenital 
ronum;    (2)  diastasis   of   the   anterior   vaginal   fascia;    (3 

ition  of  the  utero vesical  and  cardinal  ligaments. 

The  most  important  predisposing  cause  of  a  cystocele  is  trac- 

by  forceps,  particularly  axis-traction  forceps,  before  the 

had  passed  through  the  cervix,  and  improper  direction 

pull  on  the  forceps  at  any  stage  (outward  instead  of  down- 

rd  until  the  head  is  under  the  pubic  arch).    The  injury 

not  appear  until  several  months  or  even  many  years  after 

)r.     Its  proper  correction  is  one  of  the  as  yet  unsolved 

>blems  in  gynecology. 

Symptoms. — (i)  The  patient  complains  of  some  protrusion 
rom  the  vulva,  which  she  is  likely  to  call  uterus;  (2)  vesical 
irritation,  from  decomposition  of  urine  in  the  pouch  below  the 
urethra. 
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Diagnosis. — With  the  patienl  in  the  dorsal  position,  Ih 
separated,  she  is  asked  lo  strain.  The  protrusion  i 
anterior  vaginal  wall  is  apparent.  It  is  not  advisable  t 
the  position  of  the  bladder  by  the  insertion  through  the  u 
of  a  sound.  There  is  great  danger  of  injury  to  the  v 
mucosa.  A  suburethral  abscess,  from  Skene's  glands,  1 
not  unlike  a  cystocele,  but  the  absence  of  bulging  on  stra 
and  the  brawny  feel  should  make  the  diagnosis  easy. 

Treatment. — Palliallvc  by  the  globe,  ball-and-stem, 
Menge  or  Gehrung  pessaries.    The  palliative   Ireatmeni 
never  curative,  and  is  simply  a  crutch. 


purse  atrins  "t 

4.  B.  C.  Hirst  operatii 

Operative  TrealntetU. — There  is  no  single  operation  aj'i  . 
cable  to  all  cases.  The  age  of  the  patient,  the  degree  of  c\  ~- 
cele,  and  the  method  of  its  production  must  be  considered. 

The  Watkins-FreundAVertheim  operation  of  interposiliiT 
of  the  uterus  under  the  bladder,  by  opening  the  anterior  vaginal 
vault  is  the  surest  cure,  but  is  not  to  be  done  where  any  further 
child-bearing  is  to  be  expected,  unless  the  patient  is  artificiu!: 
sterilized,  by  resection  of  the  fallopian  tubes  at  the  utc  ■ 
cornu.    It  is  the  only  method  to  be  depended  upon  in  ^ 
large  cystoceles,  particularly  those  occurring  very  soon  :r 
delivery  by  axis-traction  forceps. 

The  Martin  operation  of  oval  denudation  and  tier  suture 
number  i  chromic  catgut  answers  very  well  in  moderate  im 
provided  the  denudation  is  carried  far  enough  out  lo  each  - 
to  include  the  retracted  tasda. 


PROLAPSE   or   THE  UTERUS 


The  Goffe  operation  of  opening  the  anterior  vaginal  vault 
tald  suspending  the  bladder  to  the  fundus  uteri  and  upper 
portions  of  the  broad  ligaments,  is  successful  In  bad  cases 
Miere  further  labors  are  to  be  expected. 
I  The  B.  C,  Hiist  operation  of  exposing  the  retracted  fascia  by 
[k  T  incision  and  dissL-ction  of  the  vaginal  wall,  freeing  the 
bhdder  laterally  and  from  below  by  cutting  the  uterovesical 
■laments,  and  sewing  the  fascial  edges  together  under  the 
■ladder  is  for  moderate  cases  only. 

In  very  severe  cases,  it  may  be  necessary  lo  opien  the  abdo- 


and  sew  the  bladder  fan-shaped  to  the  anterior  abdominal 

tBy  one  of  these  methods,  practically  any  case  can  be 
ged,  but  no  single  method  answers  for  every  case. 
ile  tt 
birth 
;  (2) 


PROLAPSE  OF  THE  UTERUS 


die  the  great  majority  of  cases  result  from  the  injuries  of 
l-birth,  there  are  other  causes:  (i)  Sudden  severe  muscular 
rt;  (2)  constant  muscular  shocks  (as  in  a  chronic  cough); 
'  rupture  of  an  ovarian  cyst  (the  weight  of  the  fluid  in  the 
or  abdomen  acting  as  a  mechanical  cause). 


I 

I 
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I 


■  iDd 

■  loo 


Too  early  rising  after  labor,  with  tlie  resumption  of  hato 
work,  associated  with  unrepaired  lacerations  is  the  commonei'i 
cause  of  prolapse.  A  predisposing  factor  is  forceps  deliver 
through  a  partially  dilated  or  partly  effaced  cervix,  aii&-lracu>i 
forceps,  or  improper  direction  of  pull  in  any  forceps  operaiii  ■ 
ns.— (r)  Loss  of  support,  felt  worst  toward  evenir. 
latioiil  lia-  htLTi  on  her  feet  all  day;  relieved  Hy  ri- 
in  bed;  (2)  complain  1 
Itrotrusion  through  ihe  lal.^ 
of  ihe  cervix  or  other  ["■ 
lion  of  the  uterus  (depiri' 
ing  upon  the  degree  of  |K'- 
lapse). 

The  degree  of  prolapse  is 
named  from  the  posiiii>n 
occupied  by  the  ccrvii, 
when  the  patient  is  in  ihe 
erect  posture.  A  jirolapjf 
in  which  the  uterine  hi«'- 
emerges  from  the  vuhii. 
called  complete,  or  prociiji  i- 

—         -i       Diagnosis   is   easj'. 

ic-rvix,    or     more     of    iha 
driphi-i  lirHiral  Hoipiiul.)  ulerus,    IS   Seen  to  prolruA) 

between    the    labia, 
important   not   to  make  an  examination  when  the  palii 
has  been  some   time  in   bed  or  just  after  the  removal  ofi 
pessary,  as  the  true  degree  of  prolapse  may  not  be  apparail 
Cystocele    is   almost  always  marked,  and  usually  forms 
greater  part  of  the  protruding  mass.    The  vaginal  mi 
usually  thickened  and  rough,  and  may  be  the  site  of  exli 
ulceration. 

Treatment. — Palliative  treatment  is  never  curative. 
indicated  only  in  patients  in  whom  there  is  a  conlra-indlci 
lo  operation.     Il  consist  la  %u.i^^\\.\>'j  %CJC\&V(»:t&  <£.■ 
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Hwse  in  common  use  are:  (i)  The  globe  or  ball  pessary — a 

i  rubber  ball  of  sufficient  size,  held  in  place  by  a  perineal 

kin.     (2)  The  soft  rubber  ring — -looking  like  a  large  cruller — 

itioned  only  to  be  condemned.     It  becomes  very  foul  after 

lorl  lime.     (3)  The  ball-and-stem  pessary,  held  in  place  by 

abdominal   belt   and   perineal   straps — cumbersome   but 

rlive.     (4)    The   Goddard   ]>essary — an   aluminum    ring, 

I  in  place  by  a  semicircular  wire  support,  fastened  to  a 

around   the   patient's  waist — cheap   and  efTeclive. 

The  Menge  pessary — a  heavy  hard  rubber  ring  with  a 

!Uchah1c  bulb  fastened  at  right  angles,  to  prevent  the  ring 

■om  turning  sideways  and  dropping  out — better  than  any  of 


preceding,  (6)  The  Schatz  doorknob  pessary,  similar  in 
:rt  to  the  Menge,  but  not  so  efficient.  Any  patient  wear- 
,1  pessary  for  prolapse  must  be  kept  under  constant  super- 
n,  as  the  pessary  is  likely  to  prove  irritating,  and  should 
'rispected  al  least  once  a  month. 

'  ficralive  Irealmenl  depends  upon  the  type  of  prolapse. 
L  ■  seen  in  nulliparous  women  is  almost  always  a  simple 
iirirophic  elongation  of  the  cervix,  which  amputation  of 
L(.Tvi.\  alone  will  cure.  Usually  the  operative  meaaurcs 
jirod  are:  (i)  Amputation  of  the  cervix;  (2)  dilatation 
j  ..iircttage  (done  after  the  amputation  because  the  cervix 
-ually  too  long  for  effective  dilatation;  (3)  vnler^sitiotv 
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operation  for  cystocele;  (4)  extensive  perineorrhaphy.  , 
these  procedures  be  properly  carried  out,  any  abdominal  opcr 
tion  for  prolapse  is  unnecessary.  A  common  mislakc  ii 
perform  vaginal  hysterectomy.  This  should  1 
unless  there  is  uterine  carcinoma  and  should  be  foUoi 


plastic  work  on  the  anterior  and  posterior  vaginal  1 
prevent  inversion  of  the  vagina,  which  will  surely  follow 
be    neglected.    Neither    vaginal    h>-sterectomy 
fixation  of  the  uterus  will  cure  ^mlapse  of  the  uterus, 
combined  with  extensive  vaginaX  ic^ia. 
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I  the  vaginal  mucosa  is  ulcerated,  ihe  ulcers  should  be 

d  with  nitrale  of  silver  (40  gr.  to  the  ounce)  and  boro- 

erid  tampons,  and  aJlowed  to  heat  before  any  operation 

Batlempted.     Most  operations  for  prolapse  are  done  at 

'  sit  age  when  further  child-ljearing  is  unlikely.    In  young 

nien,  however,  laceration  is  likely  to  recur  at  any  future 

^ivery,  bul  proper  repair  at  that  time  will  usually  prevent 

"n  ijrrcnce  of  the  prolapse. 


mcoprnpjENCE  of  uripje 

Incontinence  of  urine  after  delivery  is  due  to:  (i)  Paralysis 
of  the  vesical  sphincter;  (2)  overflow  from  retention;  (3) 
^■cefAtion  of  the  urogenital  muscle  (compressor  urethra;); 
(4)  fistula;  (5)  retroversion  of  the  uterus. 

The  sjrmptonis  are  obvious.  There  is  leakage  of  urine,  either 
constantly  or  upon  any  exertion. 

The  diagnosis  of  the  cause  may  be  difficult.  The  incon- 
Hnence  of  overflow  is  easily  overcome  by  the  calheter  (soft 
rubber  or  silk  and  ttol  glass).  That  due  to  fistula  can  be 
managed  only  by  the  closure  of  the  fistula.  Inconiinence 
I  Mtly  upon  sudden  muscular  effort  is  almost  always  due  to 
IWeration  of  the  muscle  of  the  urogenital  trigonum,  the  K'^ak 
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of  which  will  be  (ouiid  described  in  the  chapter  on  injaries  ui 
the  birth-canal.  If  nune  of  these  causes  are  responsible,  ''■ 
cause  is  paralysis  of  the  vesical  sphincter.  Moderate  c,i - 
tend  to  recover  spontaneously.  Cases  of  long  standine  .■ 
exceedingly  difficult  to  treat.  Large  doses  of  strychnin  '■■ 
J^O  four  limes  a  day)  over  a  long  period  and  the  slow  inb 
rupted  faradic  current,  one  pole  in  the  urethra  and  the  olhn 
on  the  abdomen,  applied  for  45  minutes  every  day  wilJ  oflen 
hasten  a  cure.  If  a  reasonable  trial  fails,  injections  of  paraffin 
(melting  point  110°  F.)  are  often  successful.  The  injections 
are  made  in  the  tissues  between  the  anterior  vaginal  wall  and 
the  vesical  neck,  over  the  internal  urinary  meatus.  It  is  btst 
to  make  them  like  a  dumb-bell,  the  knobs  in  either  side  of  the 
vesical  neck,  and  the  transverse  bar  across  it.  The  elTeci 
is  that  due  to  slight  pressure.  In  otherwise  intractable  case, 
surgical  methods  are:  {1)  Shortening  the  vesical  sphincler; 
(2)  extensive  cystocele  operation;  (j)  interposition  operatitm. 
They  should  be  tried  in  this  order. 

If  the  uterus  be  relroverted,  reposition  will  oflen  conlK 
the   incontinence. 


GENITAL  FISTULA 


ont^ 


The  causes  of  genital  fistula:  are:  (i)  Sloughing  (rum 
continued  pressure  in  obstructed  labor^now  rare,  due  i" 
belter  management;  (2)  lacerations  from  violent  delivcn 
or  slipping  forceps;  (3)  abscess;  (4)  tuberculosis;  (5)  syphilid 
(6)  cancer — in  its  later  stages. 

Kinds. — A  long  list  of  tistul^  may  be  made  by  connecting 
n  every  possible  way  the  bladder,  vagina,  rectum,  uretct, 
ntestine,  uterus  and  urethra.  By  far  the  commonest  an, 
n  order:  (i)  Vesicovaginal;  (2)  Rectovaginal;  (3)  UreHT 
vaginal;  (4)  Vesicocervicovagini 

Diagnosis  of  Vesicovaginal  Ftstula.^ — The  patient  compil 
of  constant  dribbling  of  urine;  usually  excoriation  of  the  labi 
and  thighs,  and,  if  the  fiaVuVa.  \'a  ot  lci^%  standing,  cicatridsi 
coatractions  of  the  vagina.    \ti  vet's  s 


^t  an, 


UEMTAL  yisrcuK 


ii9 


leakage  only  in  ceriain  positions,  or  when  the  bladder  is  full. 
.Umost  always  there  is  a  complicating  cystitis.  The  demon- 
slration  of  a  fistula  may  not  be  easy.  Large  ones  can  usually 
lie  seen  at  once,  but  a  small  fistula  may  be  so  hidden  by  a  fold 
iif  the  vaginal  mucosa,  that  it  is  ditficult  or  impossible  to  see. 
It  the  fistula  cannot  be  seen  (usually  near  the  cervix  and 
toward  one  vaginal  vault)  when  the  vagina  is  expanded  by  a 
liivalve  speculum,  other  means  of  diagnosis  must  be  used. 
U'   Searching  with  a  probe — a   rather  clumsy   method;  (2) 


Pic.  167. — FistuliE  o£  ihe  b™'^!  organs: 
*.  »Hacocervicnl  fistula;  r,  vesicovaninal  fistula; 
'.rectovaginal  fistula;/,  perineovaginal  fistula. 


a,    Vesicouterine    Rstula; 
tf,  urethroVKffinal  fistula; 


cystoscopy,  as  ihe  bladder  end  of  the  fistula  is  usually  easy 
to  5ee,  and  a  probe  or  ureteral  catheter  can  then  be  passed 
ihiough  it;  (3)  injection  into  the  bladder  of  colored  fluid,  when 
its  point  of  leakage  can  be  seen.  The  best  fluid  is  sterile 
I  milk,  and  four  ounces  is  enough  If  the  fistula  is  so  small  thai 
Wkage  only  occurs  in  the  erect  posture,  the  bladder  may  be 
ijpcted  with  2  per  cent,  methylene- blue  solution,  pledgets  of 
■-iiion  placed  in  the  vagina  and  the  patienl  aWo-wcA  Vo  "s^iSt 
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about  for  a  few  minules.    The  pledget  of  cotton  i 
the  site  of  the  fistula  will  be  stained  blue.     By  these  inje< 
incontinence  due  to  paralysis  of  the  vesical  sphincter  mn 
excluder!. 

Treatment  of  Vesicovaginal  Fistula. — No  attempt  s 
be  made  to  repair  the  fistula  until  puerperal  involution  isq 
plete.    Two  or  three  months  after  labor  is  the  most  favw 
lime.     Very  small  fistulae  may  be  made  to  heal  by  cantei 


Pig.  i6p, 


Pic.  i6S. 

I- — The    simplest  form  gf  oper 
-The  flap-splilling  ciperalioti 


lion  with  nitric  acid  or  a  red-hot  probe  or  electric  i 
This  method  is  not  safe,  as  it  may  cause  the  listuli 
enlarge  instead  of  heal.  Usually,  the  steps  of  repair  | 
(i)  For  at  least  a  week  before  operation,  the  bladder  s 
be  flushed  with  boric  acid  solution,  twice  daily;  (j)  fo< 
operation,  the  patient  is  anesthetized,  placed  in  the  t 
(or  Sims')  position,  and  prepared  locally  as  for  a  plastic^ 
the    fistula    is  located,  and  AeTi\iia.>io'&.  'la  'maftK.  * 


CENTTAI.   PISTUL*     , 

■  sTi  lo  but  not  ihraugh  the  vesical  mucosa;  (4)  the  edge  of 

a^tula  is  split,  so  as  to  separate  it  from  the  anterior  vaginal 
!!;  (5)  the  bladder  wall  is  closed  with  interrupted  number 

■  iiromic  catgut  or  linen  thread  stitches;  (6)  the  vaginal 
>.03a  and  fascia  is  closed  over  the  bladder  wall  by  interrupted 
Lhes  of  Unen  thread.  The  denudation  should  be  so  planned 
;'  as  little  tension  on  the  stitches  as  possible  will  result; 

the  bladder  is  kept  from  overflowing  by  a  permanent 
j-hroom  catheter,  or  better  by  catheterization  every  four 
ire,  as  the  permanent  catheter  is  likely  to  cause  trouble- 
some cystitis. 

The  Unen  slitches  are  removed  in  two  weeks.  Complete 
success  is  not  common  at  the  first  trial,  and  re-operations  are 
tumraon.  If  the  vagina  is  the  seat  of  cicatricial  contraction, 
iht  bands  must  be  cut,  the  vagina  dilated  with  glass  plugs 
and  the  normal  elasticity  restored  as  far  as  possible,  before 
any  repair  is  attempted.  Syphilitic,  tubercular  and  cancerous 
fistule  should  not  be  touched  surgically  as  they  are  impossible 
lo  repair.  Very  large  fistulas,  so  large  that  no  flaps  can  be 
made  by  dissection  and  undermining  of  the  edges  may  be 
treated  in  one  of  three  ways:  (i)  Opening  the  anterior  vagina! 
viLilt,  anteverting  the  uterus,  and  sewing  the  uterine  body,  as  a 
plug,  in  the  opening  in  the  bladder;  (2)  complete  closure  of 
'-he  vagina — colpocleisis — so  that  the  bladder  and  vagina 
fijtm  one  cavity.  This  is  so  often  followed  by  ascending  in- 
icciioa  of  the  ureters,  pyelonephrosis  and  fatal  sepsis,  that  its 
uii;  jeems  unjustifiable;  (3)  implantation  of  the  ureters  into  the 
bowel.  This  is  open  to  the  same  objections  as  colpocleisis. 
Diagnosis  of  Rectovaginal  Fistul£e. — The  pialient  complains 
of  passing  fecal  matter  and  ^as  through  the  vagina.  The  same 
sym5»toms  occur  in  tear  of  the  sphincter,  and  the  patient  is 
uii.thle  to  distinguish  between  them.  The  fistula  is  usually 
i-iii)'  [0  see,  and  is  most  often  just  inside  the  vagina  nr  on  the 
i»i^rineum.  Milk  may  be  injected  and  its  point  of  exit  noted. 
Treatment  of  Rectovaginal  Fistulsc^Repair  is  much  easier 
m-i  more  certain  of  success  than  in  vesical  fistula.     An  oval 
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cienudation  is  made  around  ihe  fistula  down  to  but  not  inclmi- 
ing  the  rectal  mucosa.  The  edge  of  the  fistula  is  split,  to 
separate  the  rectal  wall. 

The  opening  in  the  rectum  is  dosed  with  number  i  chromic 
catgut,  interrupted  stitches,  and  the  \'aginal  wall  closed  over  it. 
The  bowels  are  kept  loose  from  the  start,  two  movements 
a  day  being  required. 

Before  any  attempts  is  made  to  close  an  apparent  recto- 
vaginal fistula,  anits  vestibularis  must  be  excluded.  In  these 
cases  the  anus  opens  just  inside  the  vaginal  orifice,  and  has 
all  the  appearance  of  a  fistula.  A  Httle  care  in  diagnosis  will 
prevent  this  mistake.  Here  also  syphilitic,  tubercular,  and 
cancerous  fistula  cannot  be  repaired. 

Diagnosis  of  Dreterovagina!  Fistulas. — Constant  dribbling 
of  urine  irrespective  of  the  patient's  position,  but  in  amounii 
smaller  than  would  be  expected  if  a  vesicovaginal  fistula.  Nu 
opening  from  the  bladder  can  be  found,  but  the  fistula,  or  at 
least  the  source  of  the  urine,  can  usually  be  seen  in  one  vaginal 
vault.  These  fistula  are  most  common  in  high  forcep? 
deliveries,  or  in  rapid  delivery  of  a  breech  or  in  version.  Such 
a  history  may  help  in  directing  attention  to  the  site  of  the  fistul.'!. 
If  the  fistula  cannot  be  seen,  a  hypodermic  injection  of  indig"- 
carmin  (2  mils)  is  given.  Then  by  placing  a  cotton  pledget 
near  the  suppwsed  site,  the  blue  stain  on  the  cotton  will 
serve  to  locate  it. 

«  Treatment  of  Ureterovaginiil  Fistulse.— Eilher  implantation 
of  the  ureter  into  the  bladder  by  the  vaginal  route — coIjmi- 
ureterocystoslomy,  or  by  the  abdominal  route— laparo- 
ureterocystostomy.  Implantation  of  the  ureter  in  the  bo«-el 
is  sure  to  cause  ascending  infection  and  pyelitis  and  is  not  to 
tie  recommended. 

Vesicocervico vaginal     fistula,    from    violence    in    font: 
deliveries  or  too  rapid  extraction  of  the  child  after  version  er 
a  breech  presentation,  is  one  of  the  most  difficult  of  fisiulx  tu 
treat.     The    urine  can  be  seen  emerging  from   the   cer\T.\. 
The  only  way  to  close  the  ov'^niw?,  \&  lo  dissect  the  anterioi. 
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I  wall  from  the  bladder,  free  the  bladder  by  cutting  the 
ssical  ligaments,  and  closing  the  fistula  in  the  bladder, 
is  thus  exposed,  by  interrupted  sutures  of  linen  thread, 
jrtunately,  rare. 

difficult  to  lay  down  any  set  rules  for  operation  for  a 
on  in  which  each  case  is  a  separate  problem.  The 
1  of  closing  genital  fistulas  must  be  adapted  to  the 
of  the  individual  case.  The  foregoing  is  merely  an 
:  of  typical  cases. 


( 


CHAPTKR  XV 
DISEASES  OF  THE  PUERPERIUH 


Anemia  (puerperal)  is  usually  nol  a  true  anemia,  but  sim^ 
a  delayed  return  lo  normal  from  lie  h\'dreniia  and  leukocyto 
o£  pregnancy.  Ordinarily  the  involution  of  the  blood  i*  pnl 
tically  complete  within  two  weeks  after  delivery,  but  mays 
delayed  by  severe  illness  in  pregnancy,  hemorrhage,  nephritis  ( 
or  sepsis.  The  most  useful  treatment  is:  (i)  Full  diet  with  hi 
protein  food  (meat,  meat  soups,  etc.);  (j)  Blaud's  pills  j  gr.  ] 
four  limes  daily;  or  (3)  iron  pjTophosphate,  gr.  v,  arsenious  | 
acid  gr.  ^eo,  strychnin  sulphate,  gr.  J50  four  times  a  day. 
severe  cases  or  those  in  which  pernicious  anemia  seems  im 
nent,  blood  transfusion  (250  to  500  mils)  is  indicated. 

The  Exanthemata  and  Acute  Intercurrent  Diseases.—! 
puerperal  patient  is  more  suacepLible  to  infection  from  any  a 
tagious  disease:  the  disease  is  likely  to  be  more  severe  than  ' 
normal;  the  mortality  is  higher  than  usual. 

Scarlet  fever  is  rare.  The  point  of  infection  is  either  ihe 
throat  or  wounds  in  the  genital  canal.  This  latter  is  the  mwi 
common,  and  the  incubation  period  is  five  to  seven  day 
although  it  is  sometimes  shortened  to  twenty-four  or  fortv 
eight  hours.  The  symptoms  are  the  same  as  ordinary  scarU 
fever  except  that  (i)  the  disease  appears  almost  always  in  il;i 
first  three  days  of  the  puerperium;  (3)  throat  symptoms  ar. 
slight;  (3)  the  rash  is  likely  to  be  dark  red;  (4)  nephritis  is  much 
more  common.  The  prognosis  is  unfavorable,  the  morutilv 
bdng  about  50  per  cent. 

Treatment  is  the  same  as  ordinary'  scarlet  fever;  special  walcli 
fulness  for  nephritis  and  pTciVi.\\i\\\(m  o^  -awTsmij  the  baby  being 
the  chief  points  of  diSerence. 
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Measles  is  also  tare.  When  it  attacks  a  pregnant  woman, 
ibortion  is  very  common.  In  the  puerperium  the  danger  is 
considerable;  hemorrhage  from  the  uterus  is  common,  and  the 
diief  and  most  dangerous  complication  is  pneumonia. 

Small-poz  is  much  more  severe  in  the  puerperium,  but 
fortunately  rare. 

Ekysipelas  is  frequently  seen  as  a  complication  of  puerperal 
sepsis,  and -sepsis  is  often  caused  by  erysipelas — the  micro- 
cxganism  of  septicemia  and  erysipelas  (the  Streptococcus 
pyogenes)  being  practically  identical.  Facial.  er>'sipelas  is 
itrc.  When  erysipelas  occurs  in  pregnancy,  the  site  is  rarely 
if  ever  the  genitals;  when  it  occurs  in  the  puerperium  it  is 
neariy  always  in  the  genitalia. 

Symptoms, — If  remote  from  the  genitalia,  the  fever,  red 
ikin,  brawny  skin,  obvious  sepsis  are  distinctive.  In  the 
genitalia,  it  is  impossible  to  diagnose  from  ordinary  strepto- 
coccic infection,  unless  the  source  of  infection  be  known. 

Treatment. — Remote  from  the  genitalia,  the  same  as  ordinary 
erysipelas.     Genital  erysipelas  is  treated  as  puerperal  sepsis. 

Prognosis, — Remote  from  the  genitalia,  the  prognosis  is 
^ood,  unless  the  case  be  of  the  rapidly  spreading  type.  In 
the  genital  infection,  the  mortality  is  50  per  cent. 

Dqditheria. — In  the  throat,  it  is  an  accidental  complication. 
In  the  genitalia,  the  diagnosis  can  be  made  bacteriologically 
only.  The  exudate  does  not  differ  in  appearance  from  that 
seen  in  ordinary  streptococcic  infection. 

Malaria  is  somewhat  modified  by  the  puerperium.  It 
predb{X)ses  to  hemorrhage;  the  milk  often  disappears,  to 
^appear  after  the  chills  and  fever  have  ceased;  the  fever  is 

fct  continuous,  then  intermittent,  but  does  not  become  normal 

between  intermissions.    The  third  day  after  delivery  is  the 

commonest  date  of  onset. 

^gnosis, — ^By  finding  the  protozoa  in  the  blood. 

^^catment. — Quinin  in  larger  doses   than  usual — forty  to 

*venty-five  grains  a  day.    The  quinin  docs-  not  affect  the 
milk. 


k 
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Arthritis  is  due  to  acute  rheumatism,  puerperal  : 
gonorrhea.  If  rheumatic,  large  doses  of  salicylates 
required.  If  a  complication  of  sepsis,  it  is  usually  in  the  k 
ankle  or  shoulder,  in  that  order  of  frequency.  The  cours 
long,  three  to  four  months,  suppuration  is  likely,  anky. 
(wcurs  in  at  least  60  per  cent.  If  gonorrheal,  the  commo 
joint  is  the  ankle,  the  risk  of  ankylosis  20  per  cent. 

In  septic  arthritis:  (i)  Immobilization  of  joint.;  (1)  f 
skin  with  iodin;  (3)  apply  saturated  magnesium  sulpl 
dressing;  (4)  ice-bag  over  the  dressing;  (5)  open  if  suppura 
occurs;  (6)  passive  motion  as  soon  as  the  acute  symptomi 
over — to  guard  against  ankylosis. 

In  gonorrheal  arthritis,  the  treatment  is  the  same,  witi 
addition  large  doses  of  gonococcus  vaccine,  either  stod 
autogenous;  1000  million  bacteria  are  given  at  a  dose, 
peated  daily  for  several  doses.  Gonorrheal  arthritis  b  1 
rare  in  women,  except  after  child-birth  or  miscarriage. 

Gonorrhea  is  always  aggravated  by  pregnancy,  the  c 
eyes  are  often  infected,  and  severe  sepsis,  from    a   1 
infection,  is  not  uncommon  in  the  puerperium.    There  is 
a  rapid  development  of  a  pyosalpinx,  often  bilateral,  and 
jirevious;  gonorrheal  infection"  makes  a  streptococcic  infec 
more  likely  and,  when  it  docs  occur,  much  more  severe. 

Treatment  m  the  pueq>erium  is  the  same  as  gonorrhe 
general  except  for  the  greater  likelihood  of  surgical  compUcat 

Pneumonia  is  much  more  serious  in  the  puerperium. 
most  frequent  in  pregnancy,  but  as  it  so  often  causes  prem* 
termination  of  pregnancy,  it  is  frequently  seen  in  the  put 
riumas  well.  Whiletheinductionof  labor  would  seem  ratio 
it  is  dangerous,  and  to  I)e  avoided.  Shock  is  to  be  feared, 
the  later  in  pregnancy,  the  more  grave  the  prognosis. 

The  trciitmetil  is  the  same  as  ordinary  pneumonia,  1 
for  combating  the  shock  after  delivery,  and  the  greater  i 
for  stimulation  in  the  puerperium. 

Fever  ma\-  be  infectious  or  non-infectious.  The  comma 
cause  oi  non-infectious  levei  ate-,  V.^^  V.'as|}3it^£n«Q(,  < 
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lireasts;  (i)  exposure  to  cold  showing  ilseU  in  other  ways  ihan 
engorgement  of  iho  breasts;  (3)  cunsiijialiun ;  (4J  syphilis  (ihis 
being  an  extremely  irregular  fever,  with  wide  variations 
in  a  short  time).  The  common  mistalte.  of  ascribing  every 
case  of  fever  in  the  puerperium  to  septic  infection,  should  be 
Avoided. 

Graoulatioa  Tissue  after  Repair  of  Perineum. — It  is  com- 
mon to  have  a  patient  complain  of  pain  after  repair,  due  to 
exuberant  granulation  tissue  along  the  suture  line.  Inspection 
will  show  the  cause  of  pain,  and  one  or  Itvo  applications  of 
acdid  stick  nitrate  of  silver  will  permanently  remove  it. 

Bematoma  is  an  interstitial  effusion  of  blood,  varying  in 
uze  and  shape,  situated  anywhere  from  the  broad  ligament  to 
lie  vulva,  but  most  commonly  in  one  labium  majus.  In  the 
labium  it  is  sausage-shaped;  elsewhere  in  the  canal  it  is  likely 
to  be  globular. 

Cause  usually  spontaneous  rupture  of  a  vessel  with  subcuta- 
neous effusion  of  blood,  usually  during  the  second  stage  of 
labor.  It  maybe  due  to  injury  by  forcejjs,  or  excessive  tracli\-e 
efforts  (here  in  the  broad  ligament). 

Symptoms. — (1)  Sharp  pain  in  the  second  stage  of  labor,  like 
that  of  tearing  tissue;  (1)  pain  often  exaggerated  as  the  hema- 
toma increases  in  size;  (3)  appearance  of  a  purple  swelling, 
usually  in  one  labium;  (4)  hematoma  in  the  vagina  or  cervix 
appearing  like  a  large  but  adherent  blood-clot;  (5)  hema- 
toma in  the  broad  ligament  diagnosed  by  bimanual  examina- 
tion, as  a  globular  mass;  (6)  physical  signs  of  loss  of  blood, 
though  these  are  rare  unless  the  hematoma  has  ruptured. 

Diagnosis  should  be  easy.  It  has  been  mistaken  tor  blood- 
clot,  varicose  veins,  or  inverted  uterus. 

Termination.— (i)  Spontaneous  rupture,  with  excessive  ami 
sometimes  fatal  hemorrhage;  (2)  suppuration;  (3)  resolution. 
If  a  vaginal  hematoma  suppurates,  fistula;  are  common. 
Treatment  depends  upon  the  situation. 

Labial  Bematoma. — fi)  Rest;  (2}  moderate  perineal  pres- 
sure;   Ij)  cold:  (4)  no  opening  unless  it  sup^wTaXe^.   'Wit 
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hematoma  should  not  be  opened  while  it  is  increasing  in  size, 
unless  the  patient  shows  alarming  signs  of  hemorrhage. 

When  opened,  it  should  be  done  freely,  any  visible  vessel 
tied  and  the  ca\'ity  packed  with  iodoform  gauze;  the  gauzi- 
changed  and  the  cavity  irrigated  daily. 

Vaginal  Hemaioma. — (i)  Pressure  by  means  of  a  rubber  Ku 
(colpeuiynter)  lilled  with  ice  water,  changed  frequently;  (;i  i' 
possible  to  avoid,  no  opening  while  the  tumor  is  increasing  ir 
size;  (3)  if  any  suppuration,  or  if  resolution  delayed,  open  am! 
pack  with  iodoform  gauze. 

Cervical  hematoma  same  as  vaginal. 

Broad  ligament  hematoma  should  be  given  time  to  undcrgi 
resolution,  as  it  will  if  no  large  vessel  is  injured.  If  the  palicrji 
shows  physical  signs  of  loss  of  blood ;  if  the  hematoma  incrcast- 
in  size;  or  if  it  ruptures,  abdominal  section  is  required.  These 
hematomata  should  never  be  approached  through  the  vagina 
It  may  be  necessary  to  do  hysterectomy  to  control  the  bleedin?. 

Puerperal  hemorrhage  is  due,  most  commonly,  to  (il 
Retained  placenta  and  membranes  (secundines) ;  (2)  dis- 
placement of  the  uterus;  (3)  dislodged  clots  at  the  placental 
site;  (4)  retention  of  blood-clots;  (5)  tumore,  either  benign 
(fibroid)  or  malignant  (carcinoma  uteri  or  chorionepithe- 
lioma).  Hemorrhage  from  relaxation  of  the  uterus  is  vef}* 
rare  after  the  first  twenty-four  hours  after  labor. 

Retained  Placenta  or  Membranes. — The  placenta  and  mini 
branes  should  be  carefully  examined,  directly  after  llm: 
delivery,  to  see  if  any  ])Orlions  of  them  are  missing.  An. 
missing  portion  of  the  placcnia  is  removed  at  once,  preferal'l) 
by  the  hand  protecled  by  a  sterile  glove,  and  after  carcfii! 
cleansing  of  the  patient.  Usually  retained  portions  of  Ihi' 
membranes  do  not  justify  interference  to  remove  thcr; 
they  are  passed  spontaneously  within  forty-eight  hours. 

A  placenta  succenturiata  may  be  retained,  even  thoug- 
examination  of  the  placenta  shows  no  portion  to  be  missing, 
or  bleeding  may  be  caused  by  hypertrophied  angioraalouS 
decidua.     At  any  time  except  i.iiun%  ^^)^  \.-«««L'j-fewa  hoUM 
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BUnediately  following  delivery,  evacuation  of  the  uterus  is 
test  done  with  Emmet  curettement  forceps  and,  for  decidua, 
I  broad  biunt  curet,  and  not  with  the  hand. 

Displacement  of  the  uterus  causes  moderate  oozing,  usiiallj' 
jcginning  after  the  tenth  day,  when  the  uterus  is  sufficiently 
nvolutcd  to  drop  past  the  promontory.  Reposition  of  the 
iterus.  in  the  knee-chest  posture,  will  control  the   bleeding. 

I^lodged  clots  at  the  placental  site  cause  sharji  bleeding, 
itmost  always  following  sudden  exertion.  It  is  the 
Jangerous  of  all  pueqieral  hemorrhage,  aJid  requires  packing 
jf  the  uterus  and  vagina  to  control  it. 

Retentioo  of  blood-clots  causes  a  discharge  of  small  dots 
and  bloody  serum,  rather  than  actual  hemorrhage.  The 
fundus  uteri  is  usually  much  higher  than  normal,  and  compres- 
sion of  the  uterus  will  usually  cause  clots  to  be  discharged  from 
the  vagina.  Flushing  with  sterile  water  Is  the  best  means  of 
removing  the  clots.  Thirty  drops  of  iluidextract  of  ergot 
three  times  daily,  by  mouth,  for  two  days,  will  prevent  their 
re-occurrence. 

Fibroid  tumors,  causing  bleeding  in  the  puerperium, 
demand  removal.  Chorionepithelioraa,  diagnosed  by  micro- 
scopic examination  of  the  scrapings  from  the  uterine  cavity, 
demands  immediate  panhysterectomy. 

Relajcatioii  of  the  pelvic  joints  not  infrequently  persists 
after  labor.  The  joints  may  be  simply  abnormally  mobile, 
or  injured  by  forceps,  or  the  seat  of  active  inflammation  and 
suppuration — the  latter  frequently  a  complication  of  injury. 

Diagnosis.^{i)  DifBcult  locomotion  and  great  pain  on 
attempting  to  change  position  or  to  walk,  (i)  Walking  is 
Usually  difficult  or  impossible.  (3)  By  examination,  in  the 
erect  posture,  the  abnormal  mobility  of  the  joints  is  noticeable. 
(4)  X-ray  picture  may  show  separation  or  inflammation,  and 
is  always  worth  taking.  (5)  Suppuration  is  shown  by  redness 
of  skin,  induration  and  pain.  Suppuration  in  the  symphysis 
is  not  dangerous;  in  the  sacro-illac  joints  it  is  a  serious  and 
often  fatal  cowplicatioD. 
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Treatment. — (i)  Immobilization    in    bed,    with 
binder  laced  so  as  to  immobilize  the  pelvis.     (2)  Rein 
raent  by  sand-bags  is  a  help  to  the  binder,     (3)  If  the 
binder  Is  not  satisfactory,  bruad  adhesive  straps  may  ht 

(4)  Convalescence  is  slow— eight  to  twelve  weeks  as 

(5)  If  there  is  inflammation  and  suppuration  of  the 
early  opening  and  drainage  is  required. 

Sacral  Neiiritis.^In  justominor  pelves,  where  thl 
Jection  of  the  promontory  is  slight,  the  trunks  of  the 
plexus  arc  subject  to  unrlue  pressure.  The  |>ain  usually 
in  labor,  and  often  is  so  severe  as  to  require  ancsthesi 
forceps  delivery.  After  labor  it  persists  as  extreme  1 
esthesia,  often  accompanied  by  partial  or  complete 
paralysis  of  the  legs  (one  or  both).  Pressure  in  the  sacral 
(by  rectal  examination)  causes  marked  increase  in  the 

Treatment  is  rest,  immobilization  of  legs  by  sand-bagj 
after  the  acute  stage  has  passed,  passive  movements,  m 
and  electricity. 

Prognosis  is  favorable,  but  con^■alesccnce  is  slow.     I 

Subinvolutioii  of  the  uterus  is  a  retarding  of  the  1 
involution  of  the  uterus.  1 

The  cause  is  anything  that  interferes  with  the  0 
reduction  of  blood  supply  by  interfering  with  the  contr 
of  the  uterus;  such  as:  (i)  Retained  secundines;  (2)! 
tions  of  the  cervix;  (3)  hypertrophied  decidua;  (4)  pue 
sepsis;  (5)  backward  displacement  of  the  uterus. 

The  diapiosis  is  easy.  The  fundus  can  be  palpate*! 
level  higher  than  it  should  occupy,  considering  the  tinK 
delivery.  Directly  after  delivery  the  fundus  is  felt  one  fi 
breadth  below  the  umbilicus;  twenty-four  hours  later  it. 
finger's  breadth  above  the  umbilicus  (due  to  slight  relS! 
after  the  effect  of  ergot  has  worn  off) ;  it  then  steadily  de4 
until  it  disappears  behind  the  symphysis  in  the  tenth  tij 
teenth  day.  Involution  is  complete  in  six  to  eight  wd 
the  a^'erage.  1 

TreatftKnt  is  lo  remove  0\e  caosR,  Vtwai.  ^:!ca£~'<«ndMj| 


e  of  ilself.  Invniulion  is  more  rapid  in  women  who  arc 
^t  and  piluilrin  after  delivery,  but  conlinued  use  of 
1  nol  correspondingly  hasten  involution-,  therefore 
Utine  use,  after  llie  initial  dose  to  minimize  the  risk  of 
artum  hemorrhage,  is  nol  to  be  recommended. 
>erinvolution  of  the  uterus  is  the  too  rapid  or  exaggerated 
lion  in  the  size  of  the  organ.  It  is  not  common, 
e  cause  is  obscure.  It  has  been  ascribed  to  pel\-ic  inflam- 
in,  hemorrhage,  hyperlactation,  rapidly  repeated  preg- 
es  and  many  other  reasons.  There  is  a  moderate-  form, 
ion  in  lactation,  hut  occasionally  going' to  extreme  diminu- 
b  size,  called  lactation  atrophy.  The  uterine  walls  are 
easily  perforated  and  any  curettage  done  in  a  nursing 
it  should  be  done  with  caution. 

«i/ww»/.— Spontaneous  resolution  or  return  to  normal  size 
;  rule.  Recovery  may  be  hastened  by  electrica!  slimu- 
I,  or  by  hypodermics  of  i  mil  corpus  luteum  extract  daily 
veral  weeks,  given  deep  intramuscularly. 
npsnites. — Excessive  distention  of  the  abdomen  after 
;ry  is  not  uncommon.  It  is  one  of  the  main  difiicullies 
e  after-treatment  of  cesarean  section.  It  is  due  to  a 
is  of  the  bowel,  without  peritonitis.  There  is  no  fever, 
he  pulse  is  nol  affected.  The  condition  is  not  one  to 
alarm,  provided  the  pulse  is  not  affected.  The  best 
le  treatment  is:  (i)  Abdominal  binder;  (2)  five  grains 
omel  dry  on  back  of  tongue;  (3)  two  hours  afterward, 
iin  of  elaierium  by  mouth :  (4)  two  hours  later  magnesium 
ate,  ounce  i;  (5)  if  no  movement  occurs  within  six  hours 
:  dose  of  magnesium  sulphate,  give  hi^h  compound  enema 
gnesium  sulphate  J  2  oz.,  turpentine  }^  oz.,  glycerin  i  oz., 
■  up  to  I  pint;  lOJ  give  routinely  piluilrin  J2  ampule 
iermically  twice  daily  for  three  days — eserin  salicylate 
lermically  gr.  ,'40  every  four  hours^lrychnin  sulphate 
io  hypodermically  l.i.d.  In  severe  cases  the  bowel  may 
■tended  with  water  and  the  slow  faradic  current  applied — 
ole  io  the  rectum  and  the  other  on  ihc  abdomtTv. 
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In  the  worst  cases  the  bowel  may  be  punctured,  apps 
with  safety,  though  this  should  very  rarely  be  needed. 

The  routine  use  of  the  rectal  tube  and,  as  an  aUernate,B 
enemas  of  alum  i  oz.  to  two  pints  of  water  may  be  giva 

Hemoirhoids  often  become  edematous  or  acutely  congtslf 
during  the  pucrperium,  and  cause  great  pain.  The  quirltci 
relief  is  stretching  of  the  sphincter,  under  nitrous  ojtid  aM 
thesia;  followed  by  an  ointment  of  cocain  gr.  lo, 
nutgall  ^2  '^z.,  ointment  of  belladonna  H  o^- 

Urine  after  Delivery. — There  is  a  tendency  to  retentioi 
partly  to  a  paresis  of  the  bladder  wall  and  partly  to  ede: 
the  urethra  from  pressure.  By  waiting  twenty-four  hoi 
possible,  the  use  of  the  catheter  may  usually  be  avoided. 
patient  may  be  passing  urine,  however,  and  the  bladde 
be  badly  overdistendcd.  The  lower  abdomen  should  i 
pated,  routinely,  to  detect  any  distention  of  the  bladder. 

The  total  amount  of  urine  per  day  is  increased  by  ab< 
per  cent.,  especially  in  the  first  week  of  the  puerperium, 
bumen  is  common.  Sugar  is  usually  lactose  and  the 
neghgible,  though  commonly  found. 

Hematuria  is  not  uncommon,  during  the  first  few  days* 
puerperium,  from  pressure  on  the  neck  of  the  bladder  in  I 
If  it  persists,  especially  with  frequency  or  tenesmus,  cystol 
is  indicated  to  exclude  stone  or  papilloma. 

IfKontinence  of  urine  has  been  described  in  the  path) 
sequela;  of  child-birth. 
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L — ^The  breasts  are  never  microscopically  absent. 

WhSe  there  may  be  no  evidence  of  any  gland  tissue,  it  is  said 
that  traces  may  always  be  found,  by  microscopic  examination. 
This  is  of  course  of  no  clinical  importance. 

Hypertrophy  is  rather  rare.  The  breasts  are  usually  asym- 
metrical, the  condition  is  most  often  (80  per  cent.)  seen  in 
women  under  twenty-five  years  of  age.  The  breasts  may  be 
very  large — one  of  sixty-four  pounds  being  reported.  The 
enlargement  is  usually  a  fibrous  tissue  growth,  and  a  profuse 
flow  of  milk  is  not  the  rule.  Nursing  the  child  has  been  a 
cause  of  reduction  in  size  of  the  glands,  hence  it  is  not  contra- 
indicated. 

Si^iemumeraxy  breasts  (polymastia)  are  not  uncommon, 
hi  the  embryo  of  six  weeks,  there  is  a  line  of  cells  running  from 
the  axilla  to  the  groin — the  crista  lactea.  P'rom  the  thoracic 
portion  of  this  the  breasts  are  developed.     The  extension  of 

the  crista  lactea  into  the  axilla  is  the  most  frequent  site  of 

accessory  breasts,  though  they  may  be  situated  anywhere. 

Each  gland  may  have  its  own  nij)i)le  and  secrete  milk  during 

lactation.    The  "swollen  gland  in  the  axilla''  complained  of 

l>y  so  many  patients  after  delivery,  is  simply  an  accessory 

breast. 
Abnormalities  of  the  Nipple. — The  most  important  of  the 

abnormalities  of  the  nipple  is:  (i)  Fissured  or  cracked  nipple; 

(2) inverted;  (3)  stunted;  (4) hollow;  (5)  mulberry;  (6)  conical; 

(7)  mushroom* 
^^"ssured   nipple   may  occur  in  pregnancy,  from  lack  of 

^'^anliness  or  rubbing  of  clothing. 

^^  is  most  common  during  lactation,  in  primiparae,  in  blon 
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or  red-haired  women  rather  ihan  brunettes,  and  in  any  defor- 
mily  of  ihe  nipple  itself.  If  the  condition  cKcurs  in  pregnancy, 
cleanliness  and   protection   by  a  nipple  shield  will  usually 

suffice. 

Sytnpioms. — (i)  Intense  pain  on  nursing  and  (2)  a  %Tsihle 

1  the  skin.     This  fissure  usually  runs  around  ihe  base 

of  the  nipple,  at  its  lower  border,  bul  may  occur  as  a  v'ertiral 

fissure  div-iding  ihe  nipple  or  as  an  ulcer  anywhere  on  i'- 


Pm.  170.— Pauliy  di 


surface.  If  not  easily  visible,  a  reading  magnifying  ^ass 
should  be  used  to  search  for  it.  In  any  case  of  painful  nutHng. 
a  fissure  should  be  looked  for,  at  once.  The  fissure  oftf 
bleeds  when  the  child  is  nursed,  and  if  this  blood  is  swallout! 
by  the  child,  it  will  appear  in  the  stools — pseudomclena. 

Treatment.— 11  the  nipiiles  are  sore  in  pregnancy,  and  :\  ■■ 

actual  fissure  is  visible,  they  should   be  kept  scrupuloii-l. 

clean,  protected  by  a  nipple  shield  and  wilch-hazel  applied 

to  them  twice  daily. 

11  the  fissure  appears  dunw^XaWaUa^,  %c-TOij\!j,ci\)a  cleanlil 


^-  iS5 

is  imperative.     The  nipple  is  protected  during  nursing  by  a 

nipple    shieSd    (either    the   Phcenu   or  Infanlibus — the  latter 

much   the  best).     The  nipple  is  washed  off  with  horic  arid 

solution  before  and  after  each  nursing.     After  nursing   it  is 

dried  and  an  ointment  of  equal  parts  of 

subnitrate  of  bismuth  and  castor  oil  is 

applied.     All     these     applications    are 

made  with  sterile  cotton  pledgets.     The 

nipples    are    then    covered    with  sterile 

gauze    and'  a    Murphy    breast    binder 

applied.     Alternative    applications    are 

compound  tincture  of  benziwn,  applied 

to  the  lissure  itself;  ichthyol  i  dram  in 

I  ounce  each  of  glycerin  and  oliveoil ;  solid 

stick  nitrate  of  silver  to  the  fissure.  I'lc-    171.  — Nippif- 

II  is  not  safe  for  the  child  to  nurse 
without  the  protection  shield  until  forty-eight  hours  aflur 
the  fissure  has  apparently  healed.  Should  the  fissure  refuse  lo 
heal,  or  the  child  be  unable  to  nurse  from  the  shield,  a  telerelle 
may  be  used.  This  is  a  form  of  breast  pump  in  which  the 
mother,  by  a  rubber  tube  and  moulh  piece  makes  the  necessary 
suction  to  draw  the  milk  into  the 
pump,  and  the  child  withdraws 
It  by  a  separate  orifice  and  tube. 
It  is  sold  as  the  number  3  PhoL'nix 
breast  pump.  If  this  will  not 
work  satisfactorily,  the  child  must 
be  weaned. 

Care  i>f  NippleShiel(Is.—ShiMs 
must  be  washed  and  scalded  di- 
rectly after  use,  and  kept  in  a 
closed  jar  of  boracic  acid  solu- 
tion (gr.  x-oz.  i,)  so  that  they 
are  completely  covered  by  the  solution.  The  shield  is  removed 
from  the  solution  with  dressing  forceps,  and  rinsed  in  cool 
sterile  water  just  before  use. 


npple 
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Danger  oj  fissured  nipple   is  chiefly  infecUon   and  brea^H 
abscess.  ^H 

Inverted  nipple  is  an  arrest  cf  development.  Long-co^H 
tinued  use  of  the  breast  pump  in  pregnancy,  with  moden;l^| 
suction,  will  help  somewhat,  suction  being  applied  for  15  l^! 
20  minutes  night  and  morning.  The  condition  is  usually  1 
obstinate.  Massage  with  the  fingers  is  somewhat  dangerous,  I 
due  to  bruising  and  infection.  The  breast  pump  is  moaj 
efficient  and  safer.  Inverted  nipples  are  difficult  to  keep  cles^| 
during  lactation,  they  are  'iluil^l 

GL   ^^^^^k       to  fissure,  and  it  is  impossbfl 

ffwil^^^^^^^^B^Him  for  the  child  to  nurse  wilhM^| 
M^&IHWfnP^^njH  a  nipple  shield  or  a  teterdfl 
y^  W  1^^^^       (number  3  Phcrnix  pump).       ^ 

V^^y  stunted  n^iple  is  imi>onan' 

only  in  that  it  is  difficult  fur 
the  child  to  nurse.  Sj^stemaiir 
use  of  moderate  suction  witli 
breast  pump  throughout  preg- 
nancy, will  often  cause  improvt- 
meot,  but  the  nipple  shield  is  usually  required  during  the  I 
nursing  period. 

HoUow  nipples  are  merely  a  form  of  inverted,  have  t 
same  disadvantages  and  are  treated  in  the  same  way, 

Mulberrynipplesareexceedingly  likely  to  fissure  and  reqid 
care  to  prevent  this  complication.     If  a  fissure  occu 
treated  as  already  described. 

Conical  nipples  make  it  somewhat  difficult  for  the  child  1 
nurse,   but  the  difficulty  is  not  a  serious  one,  and  a  nipplfr" 
shield  is  rarely  required. 

Mushroom  nipples  have  the  samedisadvantagesasmulberr)- 
fissure — though  to  a  less  degree. 

Anomalies  in  the  Milk  Secretion. — The  only  fluid  in  tin 
breasts  for  forty-eight  hours  after  delivery  is  a  thin,  milky  flui'!. 
with  a  high  fal  and  prottvn  conUi^t.,  called  colostrum.  Tht 
milk  usually  appears  5udden\y,  a\)auV\ot\.N-^\'gK^\&i\v'R.-fc'^\ 


pump.  The  rubber  bulb  should  be 
hall  collapsed  only  and  the  edge 
of  Ihe  bell  greased  with  vaseline 
before  opplying- 
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lelivery,  accompanied  by  considerable  painful  engorgement  of 
Jie  breasts  and  often  a  slight  rise  of  temperature — *'milk 
fever."  No  attempt,  other  than  gentle  massage,  should  be 
made  to  control  this  engorgement,  as  it  is  only  temporary. 
The  amoimt  of  milk  secreted  in  twenty-four  hours  is  normally 
14  ounces  by  the  end  of  the  seventh  day;  two  pints  by  the 
end  of  the  fourth  week;  three  pints  by  the  end  of  the  sixth 
month.    From  this  time  on,  the  quantity  tends  to  decrease. 

Milk  may  be  found  in  the  breasts  entirely  independent  of  the 
puerperium,  in  any  condition  which  causes  pelvic  congestion. 
In  many  women,  it  is  found  at  every  menstrual  period. 

The  onset  of  lactation  may  be  greatly  delayed,  even  for 
several  months  after  delivery. 

Deficient  Secretion  (Oligogalactia) . — The  milk  may  be  en- 
tirely absent  (agalactia),  but  this  is  very  rare.  The  com- 
monest causes  of  deficient  secretion  are:  (i)  Lack  of  develop- 
ment of  breasts;  (2)  toxemia  of  pregnancy  (eclampsia);  (3) 
sepsis;  (4)  hemorrhage;  (5)  heredity.  It  is  not  uncommon, 
when  one  child  has  died  and  lactation  prematurely  interrupted, 
for  secretion  to  be  deficient  after  a  subsequent  delivery.  The 
amount  of  milk  does  not  depend  upon  the  size  of  the  breast. 
Excessive  nervousness  or  sudden  mental  shock,  fright  or  anger 
affect  the  quality  of  the  milk  more  than  the  quantity.  The 
return  of  menstruation  is  usually  without  effect  upon  the  milk. 
Pregnancy  during  lactation  usually  causes  an  abrupt  disappear- 
ance of  the  milk. 

Treatment, — No  single  plan  of  treatment  is  of  avail  in  all 
cases.  Often  after  sepsis,  severe  hemorrhage  or  eclampsia, 
the  secretion  of  milk  will  be  resumed  spontaneously,  and  in 
sufficient  quantities.  If  four  meals  a  day,  one  quart  of  milk 
extra  between  meals  and  a  wineglass  of  malt  or  porter  with  the 
meals  will  not  cause  a  sufficient  increase,  the  child  must  l^c 
weaned.  Breast  feeding  and  bottle  alternating  is  not  advisable 
except  for  short  periods.  There  is  no  proven  galactagogue. 
Corpus  luteum  extract,  extract  of  the  involuting  endometrium, 
pitmtrin^  whole  pituitary  gland  and  placental  hormone  have 
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purpose, 
established. 

Excessive  Secretion  (Polygalactia). — Thi 
It  is  usual  during  the  first  week,  and  unless 
no  treatment  at  this  time  other  than  massage  after  nursing,  lo 
get  rid  of  the  excess.  If  the  excess  persists  the  Lreatment  is: 
(i)  Massage  after  nursing;  (2)  hydragogue  cathartics  (magn^ 
sium  sulphate;  magnesium  citrate)  in  sufficient  amounts  to  give 
two  liquid  movements  a  day;  (3)  breast  binder  (Muiphy) 
constantly;  (4)  scanty  diet  and  especially  diminution  of  fluid 
elements  in  diet;  (5)  regular  nursing. 

Hyperlactatioa  is  a  voluntary  prolongation  of  the  period  of 
lactation,  the  normal  length  of  the  period  being  eight  to  nine 
months.  Il  is  much  more  common  in  the  poorer  classes.  The 
effect  is  bad  for  both;  the  mother  becomes  weak  and  aneimc, 
thin,  has  pain  in  the  breasts  and  hack,  and  is  generally  neuras- 
thenic. The  uterus  becomes  much  superinvoluled  (lactation 
atrophy),  and  if  the  conditions  are  not  corrected  the  alropby 
becomes  to  a  great  extent  permanent.  Tuberculosis  is  likely 
to  become  active.  The  effect  on  the  child  is  malnutrition,  de- 
layed dentition  and  rickets. 

Treatment  is  to  wean  the  child  and  prescribe  full  diet, 
iron  tonics  and  outdoor  life  for  the  mother, 

Galactorrhea  is  a  constant  How  of  milk  from  the  bn 
irrespective  of  nursing,  jiersisting  after  the  child  is 
The  cause  is  unknown,  but  neurosis  plays  a  part.     The 
is  usually  moderate  (few  ounces  a  day)  but  may  be  as  much 
several  quarts  daily.     The  patient's  health  is  not  affecled, 
a  rule,  other  than  the  natural  annoyance  of  the  condition,  bul 
she  may  show  all  the  appearance  of  a  serious  wasting  disease 
(tabes  lactea). 

Treatment  is  difficult,     (ij   Thorough  massage  of  breast;; 

(a)  constant  tight  breast  binder;  (3)  restriction  of  diet,  tspe- 

ctally   fluids;  (4)  potassium  iudid  or  potassium  acetate  gr.  ^ 

four  times  a  day;  (5)  hydragogue  catharsis. 

The  breast  binder  shuu\A  \«  ^\\'i\.uT\ici  is.Xxi.'is.  as  eosaJW'i 
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as  constant  compression  is  the  most  valuable  factor.  Strap- 
ping of  the  breasts  with  adhesive  strips  may  be  more  effective. 
The  condition  resists  treatment  stubbornly. 

Drying  up  milk  after  child's  death  is  the  same  as  the  treat- 
ment for  galactorrhea.  Here  the  binder  must  be  disturbed  as 
little  as  possible,  as  massage  tends  to  keep  up  the  secretion. 
Usually  in  forty-eight  hours  most  of  the  discomfort  is  past. 

Galactocele  is  a  cyst,  filled  with  milk,  due  to  the  occlusion  of 
a  milk-duct.  It  is  usually  small  and  of  no  importance,  but  if 
large  and  painful,  it  should  be  drained  with  a  hypodermic 
sjrringe,  and  the  area  compressed  by  a  pad  and  adhesive  straps, 
to  prevent  refilling  of  the  cavity. 

Qualitative  Anomalies  of  the  Milk. — A  meat  diet  increases 
the  fat  and  casein,  but  decreases  the  sugar.  A  vegetable  diet 
increases  the  sugar,  but  diminishes  the  casein  and  fat.  The 
commonest  anomaly  is  deficiency  of  fat  and  excess  of  casein,  a 
condition  difficult  to  remedy  by  diet. 

Profound  emotion,  anger,  fright,  all  affect  the  milk  unfavor- 
ably. Some  germs,  notably  those  of  tuberculosis,  pass  through 
the  milk.  Yellow  milk  is  usually  due  to  a  failure  of  emulsifica- 
tion  of  the  fats;  blue,  red  and  green  milk  are  the  result  of 
bacterial  activitv- 

Abscess  of  the  areola  is  due  to  infection  of  Montgomery's 
glands.  It  is  treated  like  any  other  small  boil,  by  opening  and 
drainage. 

Engorgement  of  the  Breast. — The  engorgement  ma}-  be 
general  or  local  (caked  breast).  Engorgement  is  the  rule  when 
the  milk  first  appears.  At  other  times  the  commonest  cause  is 
cold. 

Symptoms, — (i)  Sudden  fever  (the  commonest  cause  of  a 
sudden  rise  of  temperature  during  lactation  is  engorgement 
of  the  breasts);  (2)  breasts  are  heavy,  tense,  hot  and  tender; 
(3)  engorged  lacteals  can  be  palpated. 

Treatment. — (i)  Hydragogue  catharsis;  (2)  massage,  prefer- 
ably catching  the  milk  in  sterile  gauze  and  not  in  a  breast  punij); 
(j)  breast  binder;  (4)  cold,  by  means  ol  Vwo  \cQ:Ai^'^s  Vv>  ^^^\ 
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breast  constantly  or  (5)  heat  by  hot  cloths  tor  twenty  r 
in  every  two  hours.  Cold  is  ihe  more  efficient.  It  mql 
applied  by  theLeiler  coiled  rubber  tube,  w-ilh  ice-water  floij 
through  it.  The  apparatus  needs  constant  watching,  bbj 
locks  tend  to  form,  and  stop  the  flow  of  water,  and  is  nql 
efficient  as  ice  bags. 

Alocalengorgemcntwilh induration  but  without  suppural 
is  called  "caked  breast."  Massage  is  a  mistake,  as  it  is  ol 
a  forerunner  of  a  breast  abscess.  The  best  treatment  ia 
apply  bags,  but  otherwise  to  leave  the  breast  alone.  . 


It 


Tccknic  of  Massage. — Above  all,  massage  must  be  gentk 
cannot  be  hurried;  at  least  twentv  minutes  being  requiTH 
empty  the  breast.  The  operator's  hands  must  be  thoroiq 
scrubbed  and  hberally  anointed  with  sterile  oil.  The  skii 
the  breast  must  be  thoroughly  cleansed.  There  are  four  sc 
of  movements:  (i)  Gentle  circular  movement  from  the  ] 
iphery  toward  the  nipple;  (2)  breast  supported  and  in 
segment  massagiid  toward  wv9\e-,(,-i^  mltoc  reversed  for  01 
rment;  (4)  bimanual  iova.iv  caTO.'^xft^»«ft,S.t«sni 


^pte. 


361 


The  milk  should  be  caught  in  sterile  gauze,  as  it 
Dmes  from  the  nipple.  Breast  pump  should  not  be  used.  AU 
lovemeots  must  be  gentle,  and  the  force  gradually  increased 
nly  as  the  breast  softens.  The  massage  should  never  be  pain- 
i\ ;  bruising  of  the  breast  is  a  prolific  cause  of  a  breast  abscess. 

Mastitis  (Breast  Abscess). — Inflammation  of  the  breast  may 
ccur  in  the  areola,  the  subcutaneous  connective  tissue,  the 
land  itself  and  the  connective  tissue  under  the  breast.  The 
ommoncst  type  is  infectiun  of  the  gland,  with  secondary 
ivolvement  of  the  connective  tissue.  The  bacteria  respon- 
ibie  are  usually  Staphylococcus  albus  or  aureus,  Streptococcus 
yogenes,  pneumococcus,  colon  bacillus  or  Oidium  albicans. 

Cause. — Dirt  in  handling,  whether  from  hands,  cloths,  water, 
tothes  or  various  applications,  is  the  chief  cause.  The  wide- 
pread  superstition  among  the  poor  that  sahva  is  the  best 
.pplicalion  for  a  fissured  nipple  is  responsible  for  manv  ca.ses. 
rhe  skin  of  the  areola  and  nipple  always  contains  pathogenic 
;erms,  and  these  may  develop  powers  of  invasion,  through  the 
lucts  (this  will  explain  the  cases  due  to  bruising  in  massage]. 
The  child  may  be  the  source  of  infection,  if  it  has  thrush  or 
iLomfi  litis. 

Symptoms.— h  chill  and  moderate  of  fever  (103°)  most 
wmmonly  from  the  tenth  to  twentieth  day  of  the  puerperium. 
rhe  breast  is  painful,  and  one  or  more  indurated  areas  can  be 
'  '■.  The  commonest  portion  affected  is  the  outer  lower 
Irant.  The  temperature  and  pain  usually  subside  within 
y-six  hours;  if  they  continue,  suppuration  is  to  be 
=»pected. 

TreaJmcttl.^{i}  If  the  breast  is  engorged,  massage  is 
tdicated,  otherwise  not.  In  any  case  it  must  be  gentle;  (2) 
Urgalton  with  hydragogue  cathartics;  (3)  breast  binder; 
t)  ice-bag  over  affected  area;  (5)  applications  of  saturated 
Ugnesium  sulphate  solution  or  dilute  leadwater  and  alcohol 
two  ounces  leadwater  to  three  ounces  of  alcohol);  (6)  strap- 
ing  with  adhesive  straps,  it  the  extra  pressure  is  not  too 
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This   treatment  is  to  be  used  only  beforr  suppuratioi 
evident,  and  is  often  spoken  as  Ihe  "abortive  treatmeD 
Bier's  local  hyperemia,  by  suction  caps,  is  painful  and  im 
tual.    It  is  used  with  suction  for  four  minute  periodlj 
equal  periods  of  rest,  for  forty-five  minutes  once  daily. 
results  do  not  justify  its  use. 

Breast  abscess  is  a  common  sequel  of  mastitis.     As  llu 
involved  in  the  suppurative  process  is,  at  first,  small,  but 


.    1 ,  ,      -_...._^.i._.l1  of  pui.  Ill  J  brua^L  abscess.      (.4/ier  D<a>« 

rapidly  to  infiltrate  the  entire  breast,  it  is  important  to! 
nize  the  presence  of  pus  as  soon  as  possible.  A  bre 
scess  is  nearly  always  multilocular  and  fluctuation  is  i 
be  awaited.  The  pus  is  located  above,  usually  la,  or 
the  gland. 

Symptoms  at  first  are  indefinite.  Pus  may  be  expects 
the  foiiowing  signs;  (.i^i  \  du-iVvj  xe^\  w  v^vijle  color; 
skia  over  the  indurated  atea.-,  "^i^  eOicmtt.  A  S^„^" 
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irated  area;  (})  fever  of  an  irregular  septic  lype;  (4) 
Locytosis  (i8cx»  to  22000  on  the  average). 
Hffereniial  diagnosis  may  be  needed,  in  rare  instances, 
n  carcinoma  of  the  breast,  tuberculosis  of  the  breast  or 
nomycosis.  Tnere  is  a  type  of  carcinoma  of  rapid  growth, 
t  appearing  in  late  pregnancy  or  early  puerperium,  called 
^tis  carcinosa.     This,  as  well  as  tuberculosis  or  aclinomy- 


is,  requires  microscopic  seclions  of  an  exciiied  jiorlion,  for 
urate  diagnosis. 

'realmcnl. — Early  opening  of  a  breast  abscess  is  imperative, 
jre  wide  destruction  of  the  gland  has  taken  place.  The 
uiic  is  as  follows;  (i)  General  anesthesia;  (2)  local  sur- 
f   cleansing  as  lor  any  operation;  {})  vnA  a.  \\v\u-%WWA 
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luiife,  make  multiple  stab  wounds,  alxiut  I 
long,  opening  every  area  where  pus  is  suspected,  td 
oS  blade  of  the  Iciufe  with  alcohol  pad,  after  ead 
These  incisions  are  to  be  made  radiating  from  ihc 
as  not  to  cut  across  a  milk-duct;  they  should  be  end: 
in  or  without  the  areola,  and  not  across  the  bon 
healing  the  pigment  will  follow  the  scar);  the  incisio 
be  so  planned  that  when  the  patient  is  out  of  bed,  al 
tubes  will  run  down 
not  straight  across  tl 
and  it  is  desirable  to  ( 
incisions,  if  possible,  to 
half  of  the  breast;  (4)  a 
osiat  is  inserted  thro 
opening,  and  the  septi 
the  locules  of  pus  broi 
so  as  to  make  as  near 
sible  a  unilocular  abscess 
opening  is  flushed  out  n 
water,  run  from  a  fotmu 
Pig.  177.— Pigment  ot  the  by  gravl'ty;  (6)  each  plj 
WmJ^JS::?'  """—■  ings  is  then  connected 
Irated  rubber  drainag 
about  lh6  size  of  a  lead  pencil.  The  tubing  is  pulled 
opening  to  the  other  by  the  hemostat  or  clamp, 
taken  not  to  run  the  tubes  superficially  (as  they  v 
out  and  make  ugly  scars)  or  under  the  nipple;  I 
pins  are  passed  through  each  end  of  each  tube;  (S) 
are  flushed  with  sterile  water,  to  be  sure  they  at 
(g)  the  breast  is  dressed  with  bunched  gatize  anti 
binder.     Bandages  or  straps  are  a  nuisauce. 

The  Bier  hyperemia  treatment  is  a  failure  in  the 
breast  abscess.  It  is  fairly  effective  in  small  single  . 
but  a  much  easier,  quicker  and  less  painful  way  to  cu 
unilocular  abscess  is  to  make  a  single  small  indsion 
most  prominent  part  oi  Oic  Sivi^v-n?,,  via^  wiss.  Vs»^ 
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i^ct  a  2  per  cent,  solution  of  hegonon,  or  5  per  cent,  silvol. 

the  systemic  symptoms  of  a  breast  abscess  are  severe,  and 
e  pus  is  streptococcic,  intravenous  injection  of  100  mils 

^antistreptococcic  serum  is  often  of  great  value. 
TTie  usual  time  of  healing  of  a  breast  abscess,  properly  opened 
kI  drained,  is  five  to  six  weeks. 

^Jtcr-tredtmerU. — ^The  drainage  tubes  are  flushed,  once  daily, 
ith  sterile  water,  run  by  gravity  from  a  fountain  S3rringe  with 
medicine  dropper  attached  to  the  tube.  Only  if  the  tubes  are 
ocked  is  a  piston  syringe  used  to  force  water  through  them, 
XA  as  soon  as  they  are  clear,  the  fountain  syringe  is  substituted. 
'O  attempt  is  made  to  remove  the  tubes  for  at  least  two  weeks, 
^d  then  the  shortest  is  removed  first,  and  the  others  at  two- 
r  three-day  intervals;  the  sinuses  are  packed  IrghUy  with 
ftuze,  from  each  end,  and  flushed  daily.  Small  secondary 
iperficial  collections  frequently  need  opening  during  the 
Dnvalescence.  Unless  the  nipple  ducts  have  been  blocked, 
tctation  in  subsequent  confinements  is  surprisingly  little 
iterfered  with. 

Postmammary  abscess  (submammary  abscess)  is  a  collection 
I  pus  in  the  connective  tissue  imder  the  breast,  just  over  the 
ectoral  muscles.     It  is  rare,  and  serious. 

Symptoms, — One  breast  is  more  prominent  than  the  other, 
lie  whole  gland  being  lifted  off  the  chest.  There  are  no  symp- 
3ms  of  inflammation  in  the  breast  itself,  and  very  little  pain 
n  pressure.  Systemic  symptoms  of  sepsis  are  severe,  fever 
igh  and  leukocytosis  25,000  or  more. 

Diagnosis  is  best  made  by  aspiration  with  a  hypodermic 
yrringe.  The  needle  should  be  of  fairly  large  caliber,  as  the  pus 
\  usually  thick. 

Treatment, — An  opening  is  made  at  the  most  dependent 
ortion,  a  counter  opening  diametrically  opposite,  and  through- 
nd-through  drainage  established  by  a  fenestrated  rubber 
iibe.     The  aftercare  is  that  of  ordinary  breast  abscess. 

Tumors  of  the  breast  usually  adenomata,  often  grow  rabidly 
I  pregnancy,  and  in  lactation  become  so  engoig^^d  aivdi  \>^vcN\>iS. 
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that  their  removal  is  often  demanded.  They  should,  howe 
be  let  alone,  if  the  symptoms  are  not  such  as  to  make  t 
removal  imperative.  When  removed,  they  should  alway 
examined  microscopically. 

If  malignant,  tubercular,  or  actinomycotic,  the  whole  br 
must  be  removed. 


CHAPTER  XVII 

PUERPERAL  SEPSIS 

Btoiical. — The  cornerstone  of  antisepsis  in  obstetrics  was 
>y  Semmelweis,  in  the  maternity  department  of  the  Vienna 
ral  Hospital,  in  1846-7.  By  compelling  the  students  in 
idance  lo  wash  their  hands  in  chlorin  water  before  making 
vaginal  examination,  the  death  rate  sank  from  11.4  per 
in  1846  to  1.25  per  cent,  in  1848, 

use.^ — The  genital  canal  of  the  infant  at  birth  is  normally 
e.  The  genital  canal  of  a  healthy  adult  is  sterile  above 
iternal  os.  The  patient  is  protected  from  infection  by: 
'he  acid  vaginal  secretion  (due  to  lactic  acid,  secreted  by 
ricin's  bacillus);  (2)  leukocytosis  and  phagocytosis; 
le  mucous  plug  in  the  cervix;  (4)  during  and  after  labor 
idilional  safeguards  of  the  descent  of  the  liquor  amnii, 
lild's  bodyand  the  lochia;  (5)  the  diminished  virulence  of 
athogenic  bacteria  resident  in  the  vagina. 
;ro6rganisms  are  easily  introduced  from  the  vulvar  and 
;al  skin,  by  vaginal  examination,  or  by  unclean  hands  or 
ments.  No  pathogenic  germs  are  found  in  normal 
al  secretions;  in  abnormal  secretions,  occurring  in  33 
per  cent,  of  patients,  staphylococci,  streptococci,  colon 
i,  gonococci  and  many  other  varieties  appear. 
jiine  douching  of  the  vagina  is  not  to  be  depended  on  as  a 
ylactic  measure,  as  it  destroys  the  natural  safeguard 
rl  secretion,  and  does  not  destroy  the  pathogenic  germs, 
ds  of  Sepsis. — (i)  Septicemia  (streptococcic  infection) 
1  the  absorption  of  bacterial  toxins,  or  the  actual  invasion 
ogenic  organisms  into  the  blood  current;  (2)  sapremia, 
)  the  absoiption  ol  tojuns  from  putrid  maVerXaX  T«vi\wt6. 


i[i  the  uterus.     Sapremia  is  the  least  serious,  and  easiest 
Pyemia  is  another  name  for  streptococcic  blood  infectii 

Bacteria  at  Fault  in  Septicemia. — Any  pathogenic 
capable,  theoretically  at  least,  of  causing  pueqieral 
The  commonest  are:  (i)  Streptococcus  pyogenes, 
94  per  cent,;  (3)  staphylococcus  of  some  form,  UsuaQ] 
or  aureus;  (3)  colon  bacilli;  (4)  gonococci  (usuall; 
with  streptococci  or  staphylococci).  It  is  rare  to  find, 
tures,  a  single  strain.  Usually  the  cases  are  mixed  infi 
as  many  as  fifteen  different  bacteria  being  found  in 
case.  Streptococci  are  usually  hemolytic,  as  may  be  alai 
others,  even  the  colon  bacillus. 

Method  of  Introduction  into  the  Genital  Tract. — (i) 
of  physician  or  midwife — by  far  the  commonest  moi 
much  more  rarely  the  nurse;  (^)  dirty  instruments;  (4) 
(s)  pads;  (6)  clothing;   (7)  bed  clothing;  (8)  bath 
hence  tub  baths  should  be  replaced  by  showers,  in  ho^ 
least;    (9)  auto-infection— when    the    pathogenic    gci 
already  resident,  and  increase  in  ^nilence  after  labor^ 
undoubtedly   occurs,   but   infrequently,  and   should 
assumed  until  all  other  modes  have  been  excluded.     Th 
bility  of  sepsis  from  dust-laden  air  cannot  be  foi;gottCD. 
cases  have  been  reported  in  which  this  cause  was  e^j 
proved. 

How  Bacteria  Behave. — {1}  Diiderlein's  bacillus  is  da 
and  the  vaginal  secretion  becomes  alkaline;  (i)  the  pad 
germs  tend  to  spread  up  the  genital  canal;  (3)  a  tr^ 
membrane  is  left  behind,  covering  every  wound  or  abn 
the  genital  tract;  (4)  mixed  infections  are  usually  more: 
1  ,  {5)  most  germs  tend  to  spread  through  the  uterine  and 

i  ligament   lymphatics   to   ihc  peritoneum  {except  the 

k  coccus  and  colon   bacillus,   which  show  preference  I 

U  uterine  and  tubal  mucosa);  (6)  the  higher  up  in  the^ 

I  canal  the  starting  point  of  infection,  the  less  is  the 

I  resistance.     Saprophytes   usually   attack   the  hypert] 

I  decidua,  which  is  pecuViaA-j  ^MViaiicSdiR.. 
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S3riiiptoins  and  Diagnosis. — General  symptoms  are:  (i) 
A  rise  of  temperature,  usually  taking  several  days  to  reach  its 
maxLinum,  and  preceded  often  by  a  chill.  Rarely  the  tempera- 
ture rises  abruptly;  (2)  increased  pulse;  (3)  anorexia,  heavy 
breath  and  coated  tongue;  (4)  in  the  worst  cases  a  septic 
diarrhea  and  erythematous  blotching  of  the  skin.  In  any  case 
where  temperature  and  pulse  are  elevated,  and  no  other  cause 
can  be  found,  puerperal  sepsis  should  be  suspected. 

Local  symptoms  are:  (i)  Foul  discharge.  Phis  is  not  con- 
stant. A  very  foul  discharge  without  any  evidence  of  infec- 
tion may  be  due  to  decomposition  of  lochia  in  the  upper  part 
of  the  vagina;  the  worst  cases  of  hemolytic  streptococcic  in- 
fection often  have  no  discharge  at  all;  (2)  redness  and  edema 
of  the  labia;  (3)  false  membrane  over  the  normal  mucosa  or 
any  abrasion;  (4)  cessation  or  diminution  of  the  lochia;  (5) 
subinvolution  of  the  uterus;  (6)  later  the  development  of 
inflammatory  exudate  in  the  bases  of  the  broad  ligaments. 

Differential  diagnosis,  from  other  adynamic  diseases  is 
made:  (i)  From  malaria  by  the  finding  of  the  protozoa  in  the 
blood;  (2)  from  typhoid  fever,  by  the  Widal  reaction,  although 
a  positive  Widal  is  sometimes  seen  in  streptococcic  infection; 
(3)  bronchopneumonia  is  a  not  uncommon  complication  of 
the  puerperium,  and  much  like  sepsis  until  the  characteristic 
signs  appear  in  the  chests 

Blood  Picture  in  Sepsis. — (i)  Marked  leukocytosis;  (2) 
eosinophiles  at  first  are  absent,  and  their  return  a  favorable 
sign;  (3)  high  percentage  of  polymorphonuclear  cells;  (4) 
a  reduction  in  the  number  of  lobes  in  the  polymorphonuclear 
cells  (often  spoken  of  as  *'the  blood  picture  pushed  toward 

the  left")- 

A  low   leukocyte  count,   with  grave   systemic  symptoms 

is  an  unfavorable  sign. 

Methods  of  Precision  in  Diagnosis. — (i)  Leukocyte  and 
blood  count  as  above;  (2)  uterine  cultures;  (3)  blood  cultures. 

Uterine  cultures  are  best  made  with  the  Doderlein  tube  as 
modi£ed  by  W.  R,  Nicholson.    The  cervix  \?»  e3ipo%^<^  \}cv\qn\^ 

24 
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1  bivalve  speculum,  ihe  glass  lube  with  iis  sheatb  isT 
past  the  internal  os,  the  glass  lube  pushed  oul  through  )l 
sheath  into  the  uterine  cavily.  By  suciion  with  a  | 
syringe  and  rubber  tube  attached  to  the  end  of  the  glas; 
ihe  latter  is  filled  with  the  uterine  discharge.  The  gla; 
is  withdrawn  into  the  sheath,  and  the  Iwo  withdrawn  i 
The  glass  tube  is  sealed  with  sealing  u'axat  both  ends,  and  ai 
to  the  laboratory  for  culture.  The  methi>d  is  unreliahl 
75  per  cent,  at  least  of  puerpera  show  a  positive  result,  aod^^ 


■     Ual. 


many  cases  of  streptococcic  blood  infection,  the  uterine  cultu 
may  be  negative. 

Blood  Cullwei. — A  spot  on  ihe  skin  over  the  median  1)3: 
vein  is  carefully  Sterilized  and  the  vein  made  prominent^ 
a  tourniquet- -10  to  20  mils  of  blood  arc  withdrawn  by  a  sted 
glass  hypodermic  syringe,  and  cultured. 

Strict  aseptic  technic  and  good  laboratory  technic  are  essen- 
lial.  Contamination  &ho>N&  \u  ^.Viovit.  one-third  of  the  caws, 
but  the  method  is  mote  «\\a\i\e  Vnan  >i\.«™R..ojifflMi«fc.  "fti 
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virulence  of  streptococci  is  in  direct  ratio  to  their  hemolytic 
power. 

In  any  case  of  doubt  it  is  wise  to  treat  the  case  as  one  of 
sep>sis,  until  the  correct  diagnosis  can  be  established. 

TREATMENT 

Preventive  Treatment. — (i)  Room  should  be,  if  possible, 
sunny  and  well  ventilated.  A  communicating  bath  room  is 
a  desirable  feature,  the  old  superstition  as  to  sewer  gas  being 
thoroughly  discredited — providing  the  plumbing  is  good  and  of 
the  modern  J:ype.  Unnecessary  furniture  9iid  hangings  should 
be  taken  out,  and  no  food,  unemptied  bed-pan  or  commode 
should  be  left  for  any  length  of  time. 

The  bed  is  protected  by  rubber  sheeting,  and  extra  pads  of 
squares  (i  yard  square)  of  nursery  cloth  (boiled  and  dried)  are 
provided.  The  mattress  and  bed-clothing  should  be  fresh 
and  clean. 

Patient. — She  is  told  to  take  a  full  bath  (preferably  shower) 
at  the  onset  of  labor,  particular  care  being  given  to  the  genital 
region.     The  pubic  hair  is  clipped  close  or  shaved.     Depila- 
tory pastes  (barium  sulphid  i,  starch  3)  are  unreliable  and  often 
intensely  irritating.     Should  she  have  any  abnormal  vaginal 
discharge,   the  vagina  is  thoroughly  cleansed  by  pledgets  of 
cotton  and  tincture  of  green  soap,  followed  by  a  douche  of 
lysol  solution  (l^  dram  to  2  pints),  followed  by  sterile  water 
(the  lysol,  if  any  be  retained  in  the  vagina,  being  an  irritant 
to    the   child's  eyes).     Otherwise   douching  is   unnecessary, 
and  often  harmful.     Care  is  taken  to  see  that  every  portion 
of  placenta  and  membranes  is  evacuated,  in  the  third  stage. 
During  the  puerperium,  the  vulva  and  perineum  are  irri- 
gated at  least  six  times  daily,  to  remove  blood-clots  and  lochia. 
Physician  should  wear  an  operating  suit,  gown  and  sterile 
gloves.     His  hands  should  be  carefully  scrubbed  and  the  gloves 
sterilized  just  before  each  examination.     If  the  gloves  are  boiled, 
they  should  be  boiled  flat,  wrapped  in  a  towel  or  gauze,  and 
never  rolled  in  a  ball.     Autoclave  ster\\\zed  4i^  ^on^'*^  •a.x^ 
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preferable,  but  nol  always  procurable.     He  should  not  att 
contagious  diseases  and  also  obstetric  cases. 

Nurse  is  subject  to  the  same  general  rules  as  the  pfa}-sia| 
Her  hands  should  be  dean,  her  uniform  fresh,  and  she 
wear  sterile  rubber  gloves  in  calheterizing,  douching,  or  i 
for  the  patient's  breasts. 

Water  should  be  boiled  for  at  least  half  an  hour  beforr  iw 
and  no  dependence  should  be  placed  in  antiseptic  soluti<' 
made  with  unboiled  water. 

Instruments  are  boiled  for  fifteen  minutes  before  use.  I 
injured  by  boiling,  (like  bougies)  they  are  soaked^  for  at  iia 
one  hour  in  cold  1-500  bichlorid,  or  i-io  carbolic  acid, 
2  per  cent,  formalin  solution.  Bougies  particularly,  or  am 
other  implement  that  will  float,  must  be  wrapped  in  gau& 
before  being  immersed  in  the  solution. 

Vulvar  pads  are  made  of  sterile  cotton  and  gauze.  The 
nurse  each  morning  makes  up,  with  sterile  hands,  the  da>': 
supply,  which  are  then  scrupulously  protected  from  containi- 
nation,  and  removed  from  the  wrapping  as  required.  The) 
are  changed  six  times  daily  for  the  first  week,  then  four  timt- 
daily. 

Cotton  pledgets  are  made  by  cutting  the  rolled  cotton  ini" 
squares  about  six  inches  square.  Pledgets  used  for  cleansing 
the  vulva  are  of  course  used  but  once,  and  always  in  the  direc- 
tion from  vulva  to  anus. 

Clothing  worn  by  the  patient  should  be  absolutely  clean  and 
freshly  laundered. 

Anliseplic  solmtons  in  labor  are  likely  to  prove  irrilalina 
to  the  child's  eyes.  The  best  of  them  is  lysol  (!-^  dram  to  1 
dram  to  the  quart),  the  most  dangerous,  bichlorid  of  mercur), 
They  should  always  be  made  with  boiled  water. 

Vaginal  examinalions  should  be  limited  to  as  few  as 
The  patient  is  arranged  on  her  back  or  side,  with  suil 
exposure    of  the  vulva.     She  is  carefully  cleansed, 
examining  finger,  gloved  and  anointed  with  sterile  lubr 
inserted  by  the  sense  ul  sV^v. 
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!\tYtai   exnminalions   have    been  advised,   to  limit  risk  of 

■■■tion,  and  have  met  with  considerable  endorsement. 

h  jQj-  forceps  operation,  special  care  as  to  cleansing  and  as 
:;  ai  possible  the  avoidance  of  bruising  must  be  employed, 
fur  podalic  version,  the  arm  should  be  covered  by  a  sterile 
nibber  glove  and  gauntlet.  It  is  not  possible  to  perform 
vesion  with  a  short  glove  and  long-sleeved  gown. 

Curative  treatment  may  be  {o(al  or  general.  The  local 
luralive  Irealmt-nl  consists  of  a  thorough  disinfection  of  the 
zcniial  tract  by  curet,  placental  forceps  and  douche.  Technic: 
-'  No  anesthetic  is   needed,  but  the  procedure  must  always 

■i'lncona  lable.and  never  in  bed.  (2)  The  palient  is  placed 
'.  iht  lilhotomy  position,  and  her  knees  held  by  a  sheet  leg- 
bolder  (see  chapter  on  operations  in  private  houses).  (3) 
TTie  vulva  ami  vagina  are  thoroughly  scrubbed  with  cotton 
pledgets  and  tincture  of  green  soap,  and  douched  with  lysol 
Mlulion  (i  dram  to  the  quart).  (4)  The  anterior  lip  of  the 
cervix  is  caught  with  a  double  tenaculum,  (5)  The  uterus  is 
thoroughly  explored  with  Emmet  curettemenl  forceps,  and 
ill  loose  material  extracted.  (6)  The  uterus  is  gctUly  scraped 
Mlh  a  broad  dull  curet,  re-explored  with  placental  forceps,  until 
no  more  organized  material  is  extracted.  The  curet  is  best 
confined  to  those  cases  where  the  uterus  is  thickly  lined  with 
necrotic  decidua,  which  is  difficult  if  not  impossible  to 
remove  except  by  curettage.  In  all  other  cases,  the  placental 
forceps  alone  are  sufficient.  (7)  The  uterus  is  douched 
wilh  lysol  solution,  and  packed  only  if  there  is  free  bleeding. 
fS)  The  packing,  if  any,  is  removed  in  twenty-four  hours 
Md  the  uterus  douched  again.  (9)  One  thorough  cleans- 
ing with  placental  forceps  is  sufficient,  subsequent  treatment 
Iwing  daily  douching,  untd  the  temperature  has  been  normal 
for  forty-eight  hours. 

Oouche.^The  best  composition  for  an  intra-uterinc  douche 
's  one  of  the  following:  (i)  Tincture  of  iodin  4  drams,  alcohol 
(ethyl — 95  per  cent,,  never  methyl  or  wood  alcohol)  8  ounces, 
sterile  water  up  to  four  pints;  or  (2)  formalin  {afi  per  cent.^i 
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30  drops,  glycerin  i  ounces  walcr  1  pini;  or  (3)  \\nn>\  »)lutIdH 
I  dram  to  2  pinls.  The  lempcrature  of  ihc  douche  ^hot^l 
be  iio''-ir5''  F,  The  patient  is  placed  in  the  dorsal  posiltJB 
cleansed,  the  cervix  exposed  through  a  bivalve  speculum,  ^| 
intra- uterine  catheter  (best  ihe  large  Bozemann)  inserted  iH 
sight,  and  the  solution  allowed  to  flow  by  gravity,  with  nn 
more  than  two  feet  head.  The  douche  bag  or  can  and  catheter 
are  boiled  and  the  solutions  made  up  with  sterile  water.  ()r.i 
intra-uterine  douche  a  day  is  enough. 

Contra-indkaiion  to  disinfection  nj  the  genital  canal  is 
phlebitis.  If  it  could  be  known  that  the  patient  had  phlebilis 
and  ihal  the  uterus  was  empty,  no  cleansing  would  be  needed. 
But  as  this  diagnosis  is  made  only  by  exclusion,  one  disinfection 
is  permissible.  If  the  fever  rises  sharply,  however,  after  the 
cleansing,  no  further  inlra-uterine  treatment  of  any  kind  should 
be  given. 

Objections  ^Te:  (i)  Danger  of  carrjdng  infection  into  the  cervi- 
cal muscle,  bv  the  tenaculum — negligible;  (2)  danger  of  break- 
ing down  the  protective  wall  of  leukocytes  under  ihe  deciHua 
and  favoring  ihe  spread  of  infection— negligible  if  proper 
gentleness  is  used;  (3)  danger  of  perforation  of  the  uieru*— 
undeniable,  but  small  if  proper  skill  be  used,  and  the  operalinn 
done  on  a  table  and  nut  on  the  bed.  Also  the  method  should  if 
much  more  gentle  than  the  curettage  of  ihe  non-pregnant 
uterus. 

Perforaiion  of  Ike  uterus  is  a  dangerous  accident,  in  a  septic 
uterus.  If  the  curet  suddenly  slips  in  much  further  liao 
usual,  and  no  resistance  can  be  fell,  all  further  ailetnpt  shouW 
be  abandoned.  Above  all,  do  not  ilouche.  The  safest  plan 
is  to  open  the  posterior  vaginal  vault,  pack  with  gauze  and  pui 
patient  in  the  i-'owler  ]>osition.     Hysterectomy  is  not  reqmri-il 

General  Treatraeat.— (i)  Diet  is  chiefly  concenlraii 
liquids,  milk,  broth,  soups,  and  alcohol  up  to  the  point  ■■■' 
tolerance. 

(i)  Drugs  are  chiefly  hemi.  stimulants.  As  long  as  the  pul-- 
IS  under  no,  none  are  nwAwi, 


wm 


trdigalen  TIl.x.t.i.d.,  or  digitatin  gr.  Jso  t-i-d.,  all  hypodermic- 
— or  tincture  of  digitalis  ITl.x.t.i.d,  by  mouth;  strychnin 
tolphate  gr.  Ho  hypodermically  t.i.d.  In  emergencies,  caffein, 
idium  benzoate,  camphorated  oil,  nitroglycerin  and  oxygen. 
Artificial  hyperleucocytosis  is,  theoretically  at  least,  advis- 
(i)  Protoniiclein  gr.  v  four  times  daily  by  mouth  is  of 
fery  doubtful  value;  (2)  hypodermic  injection  of  two  drams 
{  a,  3  per  cent,  watery  solution  of  nuclein  twice  daily;  (3) 
)l Jixaiionabifess  by  hypodermic  injection  of  oni  dram  of  tur- 
lentine  under  the  skin  of  the  abdominal  wall;  {4)  3odium 
Bucleinalc  injections,  twice  daily. 

Scrum  therapy  is  often    brilliantly    successful  aiiri    always, 

apparently  unfavorable   cases,  worth  a  trial.     Like 

toy  other  serum  it  must  be  given  early,  and  in  sufficient 

Much  the  best   method  of  administration  is  intra- 

mous,  150  lo  250  mils  of  antistreptococcic  serum  at  a  dose, 

>eated  once   daily  for   a   total  of  500  to  750  mils.     An 

r  iJlemative  method  is  to  give  the  serum  in  doses  of  80  to  too 

I  mils  into  the  areolar  tissue  under  the  breasts,  repeated  three 

times  daily,  but  this  is  not  nearly  so  efficient  as  intravenous 

I  administration.     The  serum  must  be  fresh;  it  will  not  stand 

I  distant  transportation,  and,  in  the  proper  doses,  is  expensive. 

If  antistreptococcic  serum  is  not  available,  or  is  inefficient, 

five  to  seven  ounces  of  normal  human  blood-serum  may  be 

given    intravenously,  once   daily,   but   this   is   still   largely 

experimental. 

Baclerins  are  much  less  efficient  than  serum.  Autogenous 
vaccines  are  better  than  stock,  and  should  be  given  in  huge 
doses,  1000  lo  2000  milhon.  Streptococcic  infection  is  least 
amenable  to  vaccines ;  gonorrheal  infection,  espacially  arthritis, 
is  often  favorably  influenced. 

Salt  zolution  is  better  given  by  slow  infusion  into  the  rectum 
than  by  either  hy pod ermoc lysis  or  intravenous.  Thirty  lo 
forty  drops  to  ihe  minuicare  instilled.  If  the  rectum  becomes 
intolerant,  the  injtilion  is  shipped  and  continued  only  inler- 
miltcnlh:  with  mlt-rvaJs  of  .severid  hours. 
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Transfusion  of  blood  may  be  of  use  in  ihe  hemolytic  st 
coccic  infections.  It  is  not  required  in  other  forms,  bul 
experimental,  though  devoid  of  harm. 

ColloMal  silver,   injected  intravenously,   as  3  lo  5  mils 
2  per  cent,  collargol  or  argyrol  daily  for  three  lo  four  days  has 
been  tried  extensively.     It  is  not  free  from  danger,  and  is  of 
questionable  value. 

Operative  Treatment  of  Puerperal  Sepsis  by  Abdominal 
Section.— /j«/(Vu/f(iHs  for  alxlominal  section  are:  (i)  Localized 
suppurative  peritonilis;  (2)  diffused  suppurative  peritonilis; 
(3)  suppurative  salpingitis  or  oophoritis;  (4)  suppurative 
metritis,  when  pointing  toward  the  peritoneal  cavity  (cornual 
abscess  most  commonly);  (5)  suppurative  cellulitis,  (largely 
exploratory);  (6)  infected  abdominal  tumors. 

Abdominal  section  is  indicated  when,  in  the  course  of  septic 
fever,  there  appears  a  palpable  abdominal  mass;  provided  this 
mass  is  not  in  the  base  of  the  broad  ligaments,  in  which  case 
90  per  cent,  undergo  sponluneous  resolution. 

The  mass  is  most  likely  to  be  a  comual  abscess,  with  itad 

adherent  intestine  and  omentum.  I 

Contra-indicalions    are:  (i)    Sapremia;  (i)    phlebitis;    (a 

septic  endometritis;  (4)  lymphangitis;  {5)  pyemia.  I 

Exploratory  section  is  done  only  to  determine  w  hetlier  a  mad 

presumably  containing  pus,  is  intraperitoneal  or  e^itraperi tonal 

Hysterectomy,  partial  or  complete,  is  often  indicated.    Tnl 

need  for  it  is  not  seen  until  the  abdomen  is  i>|)ened.     Indiofl 

tions   are:    (i)    Ruptured   uterus;    {2)   suppurative  metritfl 

(3)  gangrenous  fibroids;  (4)   widespread  infection   of  uten 

[     and  broad  ligaments.  fl 

I        Special  Techntc. — Abdominal  sections  for  sepsis  differ  fi^ 

I     the  ordinary  sections  in  the  following  points:  (i)  Rapidilyfl 

[    operation;  (2)  only  sufficient  ligatures  are  used  to  stop  fl 

I    bleeding;  (3)  the  broad  ligaments  are  allowed  togapeandfl 

I   not  sewed  over;  (4I  vessels  are  tied  separately,  as  muchfl 

I  possible;  ($)  the  upper  abAom\t\aV  ca.vity  is  protected  byga^| 

wKinges;  (6)  practically  every  casAS&^&'awA.  ^H 
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Drainage. — (i)  Just  before  the  abdomen  is  closed  the  pelvis 
is  sponged  as  clean  as  possible;  (2)  a  curved  glass  drainage  tube 
about  the  size  of  the  forefinger  is  put  in  the  bottom  of  Douglas' 
pouch.  The  curved  is  belter  than  the  straight  lube,  because 
It  can  be  brought  out  nearer  the  symphysis,  and  hence  lessens 
the  danger  of  incisional  hernia;  (j)  under  and  around  the  lube 
is  packed  a  gauze  strip,  usually  four  layers  one  and  one-half 
laches  wide  (made  by  folding  a  six-inch  bandage),  so  thai  the 
;ntire  pelvis  is  filled  and  all  the  intestines  held  above  ihe  pelvic 


'ri.    ifj- — Abdominal  drainage  by  glass  tube  and  gauze;  the  moat  cfBcicnt 
type  o(  drainage  in  septic  conditions  in  the  pelvis. 

'tHm.  The  end  of  ihe  gauze  is  brought  out  along  the  tube; 
^)  the  protective  sponges  are  now  removed  and  the  abdomen 
Xosed  around  the  lube  and  gauze, 

The  vaginal  method  of  drainage  (through  a  lube  in  Douglas 
Hjuch)  is  not  safe,  in  septic  cases,  and  should  be  avoided. 

Ajler-care. — (i)  Every  twenly-four  hours  the  glass  tube  is 
^cked  out  by  a  piston  syringe  and  catheter,  for  the  first  five 
Says,  The  amount  of  fluid  will  diminish  from  about  an  ounce 
-he  first  day  to  a  couple  of  drams  on  the  fifth;  {2)  the  patient 
Ls  kept  in  the  Foipler  position  and  the  Muiph^  dti^  C^Wtoai  q-qr 


and  a  half  ounces,  sodium  bicarbonate  one  and  one-half  ouBti--, 
water  two  pints,  forty  drops  a  minute,  temperature  ke; 
near  no")  is  used;  (3)  all  these  patients  need  rather  atfiv 
stimulation,  particularly  in  the  second  twenly-four  houi  . 
(4)  on  the  fifth  day  the  glass  tube  is  removed;  (5)  beginrirT 
on  the  sixth  day,  the  gauze  is  removed,  taking  out  about 
quarter  of  the  total  amount  each  day,  so  that  by  the  tenth 
eleventh  day,  it  is  all  out;  (6)  as  soon  as  the  last  of  the  gai 
out,  a  rubber  lube  is  inserted  in  the  sinus  left  by  the 
as  deep  as  it  will  go,  and  a  safety-pin  put  through  the 
end;  (7)  through  [his  luljc  the  [>elviB  is  flushed  daily  with  sleriie 
water,  run  in  by  gravity,  and  the  lube  shortened  as  it  is  pushed 
out  from  below;  (8)  the  usual  convalescence  lasts  four  to  ;i 
weeks.  Except  for  these  points,  the  after-care  is  that  of  li 
ordinary  section. 

Resection  of  the  pelvic  veins  in  sep&is  is,  as  a  rule,  m'' 
justifiable.  The  mortality  of  the  operation  lias  been,  in  variou* 
reported  series  of  cases,  49  to  S4  per  cent.  Much  better  resull^ 
can  be  obtained  by  other  means. 

COMPLICATIONS  OF  PUERPERAL  SEPSIS 
Endocolpitis  or  inflammation  of  the  vagina,  is  shown  usually 
by  a  thick  gray-green  false  membrane.  The  best  treatnicn'. 
is  four  hot  vaginal  douches  daily,  of  sterile  water.  The  rouiinf 
use  of  antiseptic  solutions  is  not  to  be  depended  on,  as  thrv 
diminish  the  resistance  of  the  body  cells,  and  do  not  desUoy 
ihe  micro-organisms. 

Endometritis  has  the  same  necrotic  membrane,  but  due  to 
necrotic  decldua.  Under  il  is  the  protective  layer  of  leukocyte 
which,  if  thick  enough,  confines  the  process  to  the  uteri« 
cavity.  TTcalmenl  is  daily  intra-uterine  douches  of  sleriie 
water.    One  douche  daily  is  sufficient. 

Salpingitis  and  Oophoritis. — An  ovarian  abscess  is  moH 
common  than  salpingitis,  and  also  much  more  virulent.  Tl" 
septic  lube  differs  fron\  the  gnudrrfteo/  in  that  it  is  unilater.: 
/ever  much  higher,  \eukocvUji^s.Vi\^ti,\i^aii.\ve.sQsax\si  ■>s,4>.- 
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ina!  end  of  iul>e  open.  A  primary  pyosalpinx  in  Lhe 
rperiLm  is  rare.  It  is  nol  unconimon  for  a  pus  tube 
[  antedates  pregnancy  to  lie  the  seal  of  a  fresh  outbreak  in 

puerperium.  Due  to  the  large  uterus,  it  is  nol  always 
sible  to  feel  a  mass  by  vaginal  examination,  as  the  tubes 
higher  up,  beyond  the  reach  of  the  examining  fingers. 
'reaimefii. — Operation  should  be  delayed,  if  possible,  to 
w  of  localization.  By  liquid  diet,  moderate  purgation, 
bag  to  lower  abdomen  constantly,  and  four  hot  sterile 
er  \'aginal  douches  a  day,  it  is  often  possible  to  check  the 
te  stage.  A  gonorrheal  tube  is  much  more  likely  to  be 
>rably  influenced  than  a  septic,  and  particularly  a  primary 
ic,  one.     If  there  is  no  improvement  in  forty-eight  hours, 

usually  unwise  to  delay  operation. 
letritis. — Infection  may  spread  into  the  uterine  muscle 
n  the  endometrium,  and  involve  small  areas  only,  or  almost 
entire  muscular  layer.  When  the  infection  reaches  the 
toneum  it  causes  firm  adhesions  of  lhe  uterus  to  any  neigh- 
ng  structures  (the  colon,  small  bowel,  or  omentum).  The 
rse  is  slow,  but  suppuration  is  the  rule,  and  unless  the  ab- 
s  drains  spontaneously  into  lhe  uterine  cavity,  fatal 
toniiis  is  to  be  expected. 
>iagnosis  is  difficult.     The  uterus  is  fijced,  enlarged,  lender 

often  irregular,  but  unless  an  abscess  breaks  into  the 
■ine  cavity  during  the  examination,  the  only  way  to  establish 
diagnosis  with  certainty  is  by  exploratory  section.  There  is 
n  a  palpable  abdominal  mass,  which  is  not  the  abscess,  but 
adherent  bowel  and  omentum,  and  this  adhesion  may  occur 
lout  suppuration, 

'reatmrfU. — Ice-bag  to  the  lower  abdomen;  four  hot  vaginal 
ches  daily,  and  moderate  stimulation.  The  abscess  some- 
es  drains  into  the  uterine  cavity  and  spontaneous  recovery 
ilts.  This  is  not  to  be  expected,  however,  when  there  is 
ilpable  abdominal  mass,  as  the  pus,  if  any  be  present,  is 
1  under  the  peritoneal  coat  of  lhe  uterus  or  even  outside 
uterus,  walled  off  by  the  adhesions,    T\ves«  casts.  ^t^Ks.^^ 


abdoiTiinal  section,  with  complete  or  jiartial  hystereclomy. 
the  abscess  is  a  single  one,  at  the  cornu,  it  is  p 


Pig.  i8o. — The  aroas  involved  in  pelvic  ■ 
3,  Base  of  broad  lieamenls  and  lateral  va 


» 


'and  drain  it,  without  sacrifice  of  any  part  of  the  uterus,  bol 
this  is  the  exception. 

Pelvic  cellulitis  is  infection  of  the  pelvic  connective  ti 
of  Douglas'  pouch,  the  uterovesical  space  or  the  bases  of  d 
broad  ligaments.    The  source  of  infeej 
lion  is   through  the  lymphatics  of  l) 
lower  uterine  segment  and  cervix,  j 
ticularly  if  the  cervix  is  torn.     TherelJ 
at  first  edema  of  the  connective  ti^ 
then   extensive  cellular    infiltration  t 
absorption    of   the    edema,   leaving  t 
cellular    elements    as    a    stony, 
exudate.     If  there  has  not  been  inudil 
cellular     proliferation,     all     induratifBl 
PrTctTcaliythuUoruure   may    spontaneously    disappear   whcfi 
rft^'cteriKenT"  "^  ^   ^^^  edema  b  absorbed,  but  this  is  n-' 
common. 
Theoretically  the  greatest  induration  in  cellulitis  should  in   I 
later&tiy  to  the  cetvVx,  a.u<i  Vn  ^i^Vvt  ■pc't\'i.omv\Ss.  %.\jvkc*,\  ^ys   I 


iB I.— Diagram  to 
tethedifTerencein 
indurated  areas  in  peri- 
tonitis and  ccnulit 
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■ly,   but  the  two  are  50  commonly  asstjcialcd'  that  any 

ipts  at  diSerential  diagnosis  are  futile, 
Diagta.iis. — The  cervix  feels  as  if  fixed  in  plaster-of-Paris, 
id  entirely  immobile.  The  pelvis  is  filled  by  a  stony  exudate, 
id  the  cervix  is  pushed  often  far  anteriorly  or  to  one  side. 
be  exudate  may  be  confined  to  the  base  of  one  broad  ligament 
ily. 

Treaimeni. — In  the  stage  of  infiltration,  before  suppuration 
les  place,  the  treatment  is  palliative.  As  long  as  there 
no  bulging  downward  of  the  posterior  or  lateral  vaginal 


PiC-    l8». — opening  a.  pelvic  abt 


hrovi^h  DDu^ljhs 


■V&ults,  it  may  saft-ly  be  assumed  that  there  is  no  suppuration. 

*'i)  Hot   vaginal   douches  of  sterile  water  at  120°  F.,  daily; 

'  - :  ice-bag  or  ice  coil  to  lower  abdomen  constantly;  (3)  bowels 

tn;  (4)  liquid  or  soft  diet;  (5)  mixlerate  stimulation.     Tam- 

■ni  are  painful  to  the  patient,  do  no  good  in  these  acute  infec- 

huns  and  arc  therefore  to  be  avoided. 

Pelvic  abscess  occurs  in  about  10  per  cent,  of  cases  of 
cellulitis. 

Symptoms.— {i)  Fever  of  a  septic  type;  (2)  high  leukocytosis 
(jo,ooo~30,ooo) ;  (3)  bulging  downward  of  the  vaginal  vault.  . 
The  pus  tends  to  burrow  downward  between  \i»  va^aa.  %D.i 


J8a 
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rectum,   and    the   posterior   vaginal   vault   becomes  count 
instead  of  concave.    The  induration  is  too  great  for  dclctltal    A 
of  fluctuation.    Operation  is  indicated  when  the  bulgii^d 
the  vaginal  vault  appears. 

Posterior  Pelvic  Puncture. — Technk. — -(i)  General  ancsthe 
careful  vaginal  scrubbing  and  patient  in  the  dorsal  position    :  1 


I 


I 


impurlant  Itiat   Ihc 
Hon  by  clots.      The  suOtt     ^ 
that  drainsge  i&  io  ■  nrn|H 
to  hold  lh«  tut>e  in.    [B.  C 


Fl-i.  183- 
FlK,  183.— T-shaped  rubber  drain, 
tulnng  be  of  iHTge  caliber,  lu  prevent 
bar  exlt-ndi.  completely  thrciugh  the  T  ai 
Uhe.  The  funetion  ot  the  cross  bar  is  i 
Hirtl.) 

Pic.   184. — T  rubber  drain  seized  in  grip  □(  dressing  forceps  prepani"^' 
to  insertion  through  hole  in  vHistna!  vault.      (B.  C.  Hiril.) 

(2)  catch  posterior  ^p  o^  ^.Vt  ctrra:.  mth  double  tenaculutJ,  | 
(3)  make  a  sem\circ\^ai  "mcisvau  ^^1Q^i■^  \V';  w.-i'^ost^-nav'iifl!,  I 
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t  vaginal  attachment  to  the  cervix  posteriorly;  (4)  long-han- 

I,  sharp-pointed  scissors  are  plunged  in  through  this  ir 

ing  strictly  to  the  middle  line  and  as  close  as  possible  to  the 

,  and  withdrawn  open,  to  stretch  the  opening  as  far  as 

Rible;  (5)  it  is  usually  wise  further  to  dilate  the  opening 

branched    uterine   dilators,    to   ensure    free   drainage; 

)  the  cavity  is  exjilored  with  the  forefinger  (scissors  are  not 

d  because  of  danger  of  wounding  the  ureter,  uterine  arteries 

r  intestine):  (7)  the  cavity  is  ilushed  out  with  sterile  water; 

f  evacuation  of  pus  has  been  free,  the  cavity  is  drained 


1 8s-^I''"-"ia(tc  ot  a.  pelviL  abscess   i 


V  tuWiLf  ilrainoK 


ftiih  a  T-Iube — if  not  much  pus  but  considerable  cheesy 
i^xu'late  is  found,  the  cavity  is  packed  with  gauze  for  torty- 

tighi  hours,  to  break  down  the  exudate,  and  is  then  drained 
wth  a  T-lube;  (9)  the  T-tube  is  cut  off  flush  with  the  vulvar 
(•rifice;  (10)  the  pelvis  is  irrigated  daily,  with  sterile  water 
•  hrough  the  T-lube;  (11)  the  tube  is  removed  when  the  dis- 
charge has  practically  ceased,  and  the  hole  in  the  vaginal  vault 
allowed  lo  cl(»e,  without  packing. 

Phlebitis. — The  veins  of  the  uterus  and  broad  ligaments  are 

.  led  from  the  placental  site.    The  clots  in  the  sinuses  at 

...  ijUceniaJ  site  are  in/ected,  the  process  exletids  ^.ttVVtNeflsa   . 
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of  the  pampiniform  plexus  and  (he  uterine  and  ovariai 
The  infected  thrombus  may  extend  into  the  iliac  veins, 
be  broken  oil  and  carried  to  the  lung.  Peritonitis  in  p 
is  very  rare;  pulmonary  embolism  and  pyemia  are  not 
mon.  The  thrombotic  process  is  not  always  confined 
pelvis,  but  may  occur  in  remote  areas — mesentery,  I 
brain. 

Symptoms. — (i)  Long-continued  septic  symptoms, ' 
signs  of  localization,  point  to  phlebitis;  (2)  any  attd 
disinfect  or  irrigate  the  uterus  is  followed  by  a  shaipi 
temperature;  (3)  often,  but  not  always,  tenderness  to 
tion  in  the  vaginal  vaults;  (4)  involution  of  the 
progresses  normally.  It  is  not  uncommon  for  all  sj-mp( 
to  disappear,  remain  absent  for  several  days  and  then  relui 
severe  as  ever.     These  relapses  may  be  many  times  rep 

Dangers.— {1)  Phlegmasia  alba  dolens  (milk-leg)  ii, 
sure  to  occur;  {2)  pyemia;  {3)  pulmonarj-  embolus. 

Treainienl. — (i)  Absolute  rest  in  bed,  until  the  tempi 
has  been  uninterruptedJv  normal  for  ten  days;  (2)  stlmi 
particularly  alcohol,  to  the  point  of  tolerance;  (j)  oned 
tion  of  the  uterine  cavity,  which  will  probably  be  folio 
a  temporary  rise  in  temperature.  The  one  cleansing  i 
fiable,  to  avoid  leaving  necrotic  endometrium  in  the  1 
cavity,  but  it  should  not  be  repeated, onaccountof  the  di 
embolism;  (4)  the  ojxirative  treatment,  by  tying  and  e 
the  ovarian,  hypogastric  or  iliac  veins,  has  given  a  ir» 
so  much  higher  than  the  treatment  outlined  above,  tl 
unjustifiable. 

Prognosis  is  guardedly  favorable.  There  will  b 
mortality  from  pyemia  and  pulmon^^y  embolism. 

Pyemia. — -Sympioms, — (i)  Long-continued  septic  syn 
{2)  repeated  chills;  (3)  positive  blood  cultures;  (4)  E 
abscesses,  but  no  pelvic  localization. 

Treatment. — ^(i)  Forced  concentrated  liquid  diet;  (2)) 
to  point  of  tolerance-,  (^j^  4\^\VaV\t\  ^t.  Kft  and  strycl 
p/iate   gr.   Mo   hypodeiTOica%  Wm^  Nlwaw.  i  " 
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pulse  b  over  no;  (4)  250  mils  of  antistreptococcic  serum 
iniravenously,  in  one  dose,  and  repeated  in  forty-eight  hours  if 
the  symptoms  justify  it;  (5)  active  stimulation — (Jigipuralum 
I  ampule  hypodermically  every  three  hours;strychnin  sulphate 
gr.  )-^o  hj'podermically;  nitroglycerin  gr.  ?5,)  hypodermically; 
camphorated  oil  minims  30  hypodermically;  oxygen  and 
estemal  heat,  if  sudden  collajise  occurs. 

Prognosis. — Pyemia  is  always  serious,  causing  most  of  the 
deaths  from  puerperal  sepsis.  The  convalescence  is  very 
prolonged;  metastatic  abscesses  may  occur  anywhere — in  the 
joints,  vital  organs,  even  the  eyeball.  Meningitis  is  common 
and  always  fatal. 

Phlegmasia  alba  dolens  or  milk-leg  is  a  very  common — 
almost  a  constant — sequel  of  phlebitis.  Theleftlegisthemore 
commonly  affected — rarely  the  infection  is  bilateral.  The 
name  millt-leg  comes  from  the  milky  white  appearance  of  the 
skin  or  from  the  old  belief  that  all  localization  of  infection 
was  due  to  metastasis  of  the  milk — lactation  being  usually 
interrupted  by  the  fever. 

Kinds.— {i)  Cellulitic,  due  to  infection  of  the  connective 
tissue  of  the  thigh;  (2)  thrombosis  of  the  iliac  and  deep  femoral 
veins — much  the  more  common  (98  per  cent.).  The  theory 
of  venous  stasis  being  the  cause  of  phlegmasia  is  hardly  tenable. 

Symptoms. — (i)  On  the  tenth  to  thirtieth  day  after  delivery, 
the  patient  complains  of  severe  pain  in  the  calf  of  one  leg, 
usually  the  left,  and  also  in  the  corresponding  groin;  ^) 
[he  leg  is  almost  immovable,  and  any  movement  gives  intense 
pain;  (j)  the  leg  swells  rapidly,  the  skin  is  tense  and  milk  white, 
and  usually  pits  deeply  on  pressure;  (4)  there  is  moderate 
fever,  lasting  for  a  short  time,  and  subsiding  long  before  the 
swelling  shows  any  signs  of  decrease;  (5)  there  is  usually  tender- 
ness along  the  whole  course  of  the  femoral  vein,  which  can 
be  felt  as  a  tender  cord;  (6)  the  swelling  may  begin  in  the  groin 
and  extend  to  the  labium  majus  on  the  affected  side;  (7)  the 
latient  shows  the  usual  signs  of  sepsis — depression,  gastric 
iBturbanre,  nausea  and  flushed  cheeks. 


i,H(>  PUERPERAL    SEPSIS 

In  the  ceUulilic  variety,  the  infection  extends  to  the  con- 
nective tissue  of  the  thigh  from  the  pelvic  connective  tissue 
through  the  obturator  foramii'a. 

Treatment. — (i)  Absolute  rest  in  bed;  (2)  elevation  of  ih(  1 
leg,  on  pillows  or  in  a  fracture-box,  at  an  angle  of  forty-five 
degrees.  This  does  more  to  relieve  the  pain  than  any  single 
point  in  the  treatment;  (3)  evaporating  lotions  (leadwaid 
two  ounces,  alcohol  three  ounces;  or  dilute  Icadwater  awl 
laudanum;  or  saturated  solution  of  magnesium  sulphatci 
covering  the  whole  leg;  (4)  paint  course  of  vein  with  5  pt: 
cent,  tincture  of  iodin  or  50  per  cent,  ichthyol  in  glycerin— 
of  doubtful  value;  (5)  full  diet  and  moderate  slimulation; 
(6)  no  local  massage;  (7)  The  symptom  urgently  demanding 
relief  is  the  pain  In  the  groin.  Ice-bag  to  the  groin,  more  I 
rarely  a  hol-waler  bottle,  elevation  of  the  leg  and  codein  gr, 
)-4  or  morphin  sulphate  gr.  J'g  hypodermically  will  give  ihf 
greatest  relief. 

When  the  patient  is  out  of  bed,  after  lie  temperatm^  ha- 
been  normal  for  ten  days,  the  swelling  of  the  leg  will  often 
increase.  This  should  be  controlled  by  an  elastic  stocking, 
and  no  massage  should  be  given  for  three  months  at  least, 
and  then  very  cautiously. 

Dangers. — (i)  Pulmonary  embolus;  {2)  pyemia;  (3)  gangi 

Prognosis  is  guardedly  favorable.  The  paiiont  must  n 
in  bed  until  the  temperature  has  been  uninterruptedly  nom 
for  ten  days,  as  the  greatest  danger  is  pulmonary  embolu 
from  too  early  getting  up.  Recovery  may  he  complete,  1 
convalescence  is  usually  prolonged,  and  a  temporary  c 
manent  lameness  may  result,  about  which  the  patient  should 
be  warned.  Gangrene  will  demand  prompt  amputation,  and 
is  a  very  serious  complication,  as  it  is  probably  progressive. 
Extensive  thromboses,  even  to  the  inferior  vena  cava,  are  noi 
imcommon.  In  the  cellulilic  type,  if  long  continued,  elephan- 
tiasis is  not  unlikely,  and  suppuration  is  common.  The  n 
favorable  termination  is  complete  resolution,  but  is  rard 
attained.    The    next   most  lavoia-XAe,  wvi  "Cqc  ■; 
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firganizalion  of  the  thrombus,  obliteration  of  the  vein, 
nd  compensatory  collateral  circulation  through  the  epigastric 
nd  gluteal  veins,  with  frequent  slight  disabilily. 
Pulmonary  embolism  is  the  greatest  danger  in  phlegmasia. 
1  is  not  likely  to  occur  if  the  patient  is  kept  quiet  (or  a  suffi- 
ient  length  of  time.  The  clot  may  come  from  the  femoral, 
iac  or  uterine  veins.  A  piece  is  broken  off  and  carried  by  the 
rculation  to  the  right  auricle,  right  ventricle  and  pulmonary 
rter>'.  Small  emboli  cause  anemic  infarcts  and  pleiiro- 
a,  and  are  not  likely  lo  be  fatal,  though  a  succession 
:  them  may  be.  The  patient  complains,  without  previous 
arning,  of  a  severe  pain  in  ihe  chest  and  dyspnea.  Her  color 
she  is  obviously  shocked,  the  heart  is  dilated  and  the 
rapid,  irregular  and  weak.  If  the  embolus  is  a  small  one, 
stimulation  and  oxygen  will  cause  reaction  in  a  short  time. 
"ihe  embolus  is  large  the  symptoms  are  all  much  more 
ire,  and  death  is  either  instantaneous  or  so  rapid  that  no 
is  given  for  any  treatment. 

Ivic  peritonitis  is  caused  most  often  by  an  extension  of 

ic  endometritis,  either  through  the  uterine  lymphatics  or 

igh  the  open  ends  of  the  fallopian  lubes.    Leakage  from 

(e  tubes  is  the  result  usually  of  muscular  exertion  and  while 

esulting  peritonitis  is  sharp,  it  is  usually  of  short  duration, 

Lnd   may    be   due   simply    to   the  irritating   nature  of   the 


}ymptoms. — (i)  Moderate  fever,  usually  considerably 
T  by  rectum  than  by  mouth;  (2)  great  muscular  resistance 
e  abdominal  wall;  (j)  patient  lies  with  knees  drawn  up; 
I*  peristalsis  audible;  (5)  moderate  teukocytosis;  (6)  pelvic 
■dale. 
*  Treaiment. — Both  palliative  and  operative  is  that  of  celluli- 
tis, with  which  it  is  usually  associated.  Pelvic  peritonitis  is 
more  likely  to  require  abdominal  section  than  is  cellulitis,  but 
■Hppuration  is  less  common. 

Wfrognosis. — The  majority  recover  with  complete  resolulior 
K&e  exudate,  without  operation. 
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Diffuse  peritonitis  is  the  most  fatal  of  all  the  complical 

of  sepsis. 

Causes.—  (i)  Extension  from  the  pelvis;  (2)  rupture  of 
abscess  in  the  uterine  wall,  usually  at  the  corau;  (3)  rupture  « 
perforation  of  the  uterus;  {4)  necrotic  tumors. 

Symptoms.--  (i)  Moderate  fever,  higher  by  rectum;  (2)  great 
muscular  rigidity  of  abdominal  walls;  (3}  peristalsis  afeent, 
{4)  abdominal  distention;  (5)  rapid,  running,  wiry  pulse;  !'■ 
puckered  anxious  face,  with  gray  pallor;  (7)  often,  but  noi 
always,  uncontrollable  vomiting.  All  the  local  abdominal 
symptoms  may  be  lacking,  and  a  patient  die  mthin  twenty- 
four  hours  of  the  onset  of  symptoms,  from  a  fulminant 
peritonitis. 

Trealment. — The  only  chance,  though  a  very  slight  one.  lif- 
in  early  abdominal  section;  removal  of  the  cause  of  the  p*ri- 
tonitis,  if  it  can  he  found;  thorough  flushing  of  the  abdomen 
with  salt  solution;  freest  possible  drainage,  by  rubber  tubing 
through  tlie  abdomen,  flanks  and  posterior  vaginal  vaull. 
The  operation  must  be  rapidly  done  as  the  patient  is  a  poor 
surgical  risk.  The  intestines  are  found  lightly  glued  together, 
are  red  and  covered  with  yellowish- green  lymph,  and  balhri 
in  a  thin  pus.  Localized  abscesses  between  adherent  coils  of 
intestines  are  frequent  and  should  be  discovered  and  the  crals 
separated.  After  the  operation  the  patient  is  put  in  Ibe 
Fowler  position,  with  continuous  enleroclysis,  and  very  fr« 
stimulation. 

Prognosis. — Almtst  all  die  within  twenty-four  to  forty-right 
hours.  There  is  often  a  deceptive  improvement  shortly  afler 
operation,  due  to  the  temporary  removal  of  the  toxic  fluid  by 
drainage.  Within  twelve  hours  the  patient  sinks  rapidly. 
Very  rarely,  a  patient  with  diftuse  streptococcic  peritonitis  will 
be  saved,  so  the  operation  is  always  worth  doing. 

Sapremia  is  the  form  of  sepsis,  due  to  the  absorption  of  iHi 

products  of  decomposition,  from  putrid  pieces  of  placenta, 

inembranes,   lilood-clot  ot   Aec\d\i&  retained   in  the  uterine 

Mvily.     It  is,  ot  aU  loima  o^  s«^\s>,  ^!o6  «a,^«».'u:ii;;>a<i>  U. 
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appears  usually  in  the  first  three  to  five  days  of  the  puerperium, 
but  may  occur  as  late  as  the  fourth  week, 

Symptt^ms. — (i)  Elevation  of  pulse  and  temperature,  without 
chill;  (2)  subinvolution  of  the  uterus;  {3)  foul  broivn  discharge; 
(4)  blood  culture  sterile;   {5)   no  symptoms  of  localization. 

Trealtnent. — A  thorough  disinfection  of  the  uterine  cavity,  as 
described  under  the  local  curative  treatment  of  sepsis.  The 
curet  should  be  avoided  as  much  as  possible,  though  its  gentle 
use  will  remove  masses  of  decidua  too  flat  and  too  tightly 
adherent  to  be  removed  by  the  placental  forceps.  Usually  one 
disinfection  is  enough,  and  the  symptoms  promptly  disappear. 

Sudden  cessation  of  the  lochia  is  due  to:  (i)  Very  actively 
contracting  uterus  {on!y  in  primiparK);  (2I  cervical  canal 
obstructed  by  blood-clot  or  piece  of  placenta;  (3)  backward, 
rarely  forward,  flexion  of  the  uterus  (usually  with  sudden  high 
fever — 104°  to  105°);  (4)  sepsis.  The  condition  is  a  symptom 
only  and  is  treated  by  removal  of  its  cause. 

Arthritis  is  seen  only  in  pyemia  or  gonorrhea.  It  is  always  a 
serious  complication.  Pyemia  attacks  most  often  the  knee  and 
shoulder,  though  no  joint  is  exempt;  gonorrhea  most  often  the 
ankles,  wrists  and  fingers. 

Pyemic  arthritis  should  be  opened  and  drained  early,  but  the 
complication  is  usually  fatal.  Gonorrheal  arthritis  is  treated 
as  already  described,  by  immobilization  and  vaccines,  with  a 
20  per  cent,  risk  of  suppuration  and  ankylosis. 

Septic  proctitis  is  due  to  infected  enema  nozzles,  and  is 
treated  by  irrigation. 

Septic  cystitis  and  pyelitis  is  caused  most  often  by  dirty 
catheters.  Infection  may  result  from  lymphatic  or  blood- 
current  metastasis.  A  common  predisposing  cause  to  cystitis 
is  prolonged  pressure  of  the  child's  head  in  labor. 

Symptoms  of  Cystilis. — (t)  Several  days  after  labor  there 
develops  frequent  and  painful  urination;  {2}  vesical  tenesmus; 
(3)  moderate  fever;  (4)  tenderness  on  palpation  over  the  blad- 
der; (5)  cloudy  foul  urine,  with  ropy  mucopurulent  sediment. 

Diagnosis  may  be  confirmed  by  cysloscopy,  'sVwv  \}we.\i\ai&.- 
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der-wall  is  seen  to  be  red,  the  vesseh  engorged  and  prorainenl, 
strings  of  mucopus  hanging  from  the  bladder-wall  and  posiiU) 
ulceration- 

Trealmfnt.— Prompt  irrigation  and  disinfection  of  I 
bladder  to  prevent,  if  possible,  an  ascending  ureteritis  and  pye 
litis,  (i)  Rest  in  bed;  (2)  milk  diet;  (3)  large  amounts  a 
water — fifteen  to  twenty  glasses  a  day;  (4)  cystogen.orsalol.o 
urolropin  gr.  x  four  times  daily;  (5)  daily  bladder  irrigatioB 
with  boric  acid  solution  ten  grains  to  the  ounce,  by  a  catheta 
and  funnel ;  (6)  injection,  after  the  irrigation,  with  two  01 
of  aj  per  cent,  argyrol,  or  25  P*r  cent,  protargol,  i  per  cent 
hegonon,  or  10  %  silvol  soution,  to  be  retained  as  long  ■ 
possible. 

Usually  in  three  or  four  days  all  the  acute  symptoms  h«v( 
subsided. 

Pyelitis  may  be  suspected  if:  (i)  Patient  has  a  chill;  (1 
considerably  higher  fever;  (3)  pain  in  back  and  loin,  re- 
ferred along  course  of  ureter;  (4)  leukocytosis  of  20,000  or  over. 
The  diagnosis  is  established  by  cystoscopy,  when  the  raoutfc 
of  the  ureter  can  be  seen  to  !)e  eroded,  and  urine  full  of  p 
may  be  obtained  by  ureteral  catheterization. 

Treatment.— (i)  The  affected  ureter  is  catheterized,  the  caibe 
ler  passed  as  high  toward  the  kidney  as  pnissible,  and  ll 
pelvis  of  the  kidney  irrigated  with  ten  grains  to  the  ounce  boril 
acid_  solution,  followed  by  i  per  cent,  hegonon  or  $  per  cent 
silvol  solution.  Unless  a  two-way  ureteral  catheter  is  used 
dangerous  pressure  in  the  pelvis  may  be  exerted,  and  the  flii 
must  be  injected  very  gently.  Injection  should  cease  at  01 
if  the  patient  complains  of  any  increased  pain  in  the  badi 
The  capacity  of  the  kidney  pelvis  is  2  to  5  mils. 

If  the  infection  is  not  streptococcic,  this  treatment  is  followe 
by  prompt  improvement. 

Streptococcic  pyelitis  is  very  serious,  almost  sure  to  requit 
nephrotomy  and  drainage,  and  the  majority  are  fatal. 

Tetanus  is  rare  in  the  puerperium.    The  commonest  sour 
of  infection  is  dirty  water  used  ior  AqimMtoi,.   Txw  s{TM}taj 
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and  treatment  do  not  differ  from  tetanus  in  general,  and  the 
mortality  is  90  per  cent. 

iBCfaiorectal  abscess  is  an  uncommon  complication.  It 
is  due  usually  to  infection  from  a  deep  tear  of  the  vagina,  or 
suppuration  of  a  hematoma.  The  diagnosis  is  easy,  the  mass 
wsily  outlined  by  rectal  examination,  and  free  early  incision 
and  drainage  are  indicated. 


I 

I 


CHAPTER    XVIII 
PATHOLOGY  OF  THE  NEW-BORN  INFANT 

Asphyxia. — The  causes  of  respiraLion  in  the  new-born  are: 
(i)  Stimulalion  of  all  muscles,  including  ihose  of  respiration,  to 
reflex  action,  by  the  sudden  lowering  of  temperature  from 
about  ioo°  F.  to  room  temperature  at  7o°F.;(z)  accumulation 
of  carbon  dioxid  in  the  blood,  due  to  cessation  of  placental 
circulation,  at  first  stimulates,  but  later  paralyzes  the  respira- 
tory cealers. 

Causes  of  Asphyxia.— (i)  Prolonged  pressure  on  the  umbilical 
cord;  (i)  prolonged  pressure  on  the  head;  (3)  efforts  at  intra- 
uterine respiration,  usually  dependent  upon  the  first  two  men- 
tioned; (4)  traction  on  the  neck,  in  breech  deliveries;  (5I 
accidents  to  or  diseases  of  mother,  such  as  hemorrhage,  and 
toxemia;  (6)  congenital  deformities  of  the  child. 

Kinds  of  Asphyxia. — (i)  Asphyxia  Uvida — the  earlier  and 
less  serious;  (1)  asphyxia  palUda. 

Diagttasis  is  easy.  The  child  is  livid  or  paUid,  depending 
upon  the  stage  of  asphyxia;  the  heart  beats  very  slowly — 60 
or  less  per  minute;  no  efforts  at  voluntary  respiralion  are  made. 

Treatment  is  preventive  and  curaiive. 

During  labor  any  preventable  cause  of  asphyxia  should  be 
removed.  The  heart  sounds  should  be  listened  for  at  fre- 
quent intervals  and  if  a  progressive  slowing  takes  place, 
forceps  is  usually  indicated.  At  first  there  is  a  marked  ac- 
celeration of  the  rate,  but  tlus  is  of  short  duration  and  the 
progressive  slowing  is  the  symptom  most  often  observed. 

Cttrative  Treatment. — (t)  Hold  child  upside  down,  by  iis 
feet,  clean  mucus  out  cA  mouv.'n  wv\  \iwas.\-\i-i  NvwV  6ngcr, 
or  better  by  aspiralioti  oi  t\ie  mwcM&\i-:j  ^at-CvKi.  •^a^-i 


heter  with  glass  reservoir  attaclied;  (2)  spank  shaiply. 
child  will  begin  to  breathe  sometime  before  it  cries,  and 
3  respiration  is  established  it  should  be  let  alone,  and 
mauled  until  it  cries.     The  stages  of  recovery  are:  (i) 

ickening  of  the  heart  rate;   (2)   gasping  irregularly;  (3) 

5ular  voluntary  respirations;  (4)  crying. 


1 


rjjrompt  results  are  not  attained,  some' form  of  artificial 
spiration  should  be  used.  ■  Pouring  ether  on  the  child's  chest 
■  immersing  il  in  cold  and  hoi  water  alternately  are  both 
effective,  and  not  worlh  wasting  time  over, 
Melkods  of  Arlificiai  Respiration. — (i)  Best  of  all  is  one  of  the 
lechanica!  den'ces,  such  as  ihe  lungraoloi  or  p>j\i&QV.iai.   T^ia 
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latter  should  be  set  to  work  at  the  rate  of  ihe  normal  cl 
breating — 45  to  the  minute. 

(2)  Moullt-to~mouth  insufflati^m,  where  the  child  is  pUca 
a  table  with  its  chest  elevated.    The  face  is  covered  * 
gauze,  and   the  attendant  blows  gently  through  this  | 
into  the  child's  open  mouth,  and  compresses  its  chest  to 
the  air.     Also  at  the  rate  of  45  to  the  minute. 


(j)  Schtdtze  or  Swinging  Melkod. — The  child  is  wrappH  ■' 
a  towel  and  held  facing  away  from  the  physician.  It  is  swuni 
up  over  the  left  shoulder  and  then  down  again  between  t" 
knees — calisthenics  of  doubtful  value, 

(4)  Marshal    Hail    MetJiod.— RoUing  the  child  from  - 
lo  side  in  a  towel — dottb^i\iV. 


j)  Denv  or  Byrd  method,  doubling  up  the  body,  holding 
ide  down  lo  allow  mucus  to  run  out  of  ibroal  and  straight- 
ig  out  again — reasonably  efficient. 


6)  Laborde  IrOermiUenl  Tongue  Traction. — Inefficient. 

7)  Syhesler  Method. — Using  the  arms  by  liacVYQU,  VQ'\o&a.\R. 


lion  3! 
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the  chest  is  nut  efficient,  as  the  infant's  pectoral  mi 
too  weak  to  elevate  the  chest  wall. 

(8)  Catheterization   of   the  larynx  b  advisable  01 
there  is  some  obvious  obstruction. 

Any  method  used  should  be  conducted  gently  and  withw 
violence,  to  avoid  injurj'  to  the  child. 

If  there  is  no  response  to  efforts  at  resuscitation  within  h 
an  hour,  the  case  is  hopeless.  If  the  child  responds,  evi 
slightly,  efforts  may  have  to  lie  continued  for  hours. 

Prognosis. — In  asphyxia,  the  child  will  often  die  within  fori 
eight  hours  after  resuscitation.  The  greater  the  diffifuhy 
revival,  the  more  likely  it  is  to  die.  Inspiration  pneuiuonii 
a  common  and  serious  sequel.  Intracranial  hemorrhage  ii 
uncommon. 

AfteT-treatmenl. — (i)  Have  child  carefully  watched  foi 
temperature,  rapid  and  feeble  heart,  rapid  respiration  I 
cyanosis;  (i)  keep  child  warm  by  hot  water  botdes; 
give  mustard  bath  three  times  daily  for  first  three  o:  1 
days;  (4)  give  J^  drop  tincture  of  digitalis, 
brandy  in  i  dram  of  hot  water  every  four  hours,  for  tJ 
four  days. 

Atelectasis  is  due  to  failure  of  the  lungs  to  distend  mtH 
due  to  some  obstruction  or  malformation  of  the  air  pas«ag( 
The  child  is  born  apparently  in  asphyxia  pallida,  is  not  rerive 
and  the  actual  diagnosis  made  only  by  postmortem. 
is  no  treatmeni. 

Chafing  of  the  skin,  par  l  icularly  of  the  buttocks,  is  v 
mon.    Treatment    is:  (i)  Cleanliness;  (a)  avoid 
water  and  use  only  olive  oil;  (3)  powder  with  talcum 
oil  is  dried  as  much  as  possiblu;  (4)  frequent  chai 
diapers. 

Acne  is  very  common,  occurs  all  over  the  body,  i 
treated  in  the  same  way. 

Colic  is  seen  in  nearly  every  baby,  at  some  time.     It  a! 
indicates  attention  to  the  diet,  and  is  due,  most  commonl 
to  an  excess  of  pioleVA  or  iav  m  \!Vvc  to^-   W  TOa.-i  \at  <:stm 
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"y  the  child  nursing  too  fast  at  first.    If  so,  giving  J^  ounce 
C  water  just  before  nursing  will  be  of  benefit. 

Temporary  Relief, — (i)  Enema  of  two  ounces  of  soapy 
vater,  given  with  a  soft  rubber  ear  syringe,  with  soft  rubber 
kozzle;  (2)  five  drops  of  brandy  in  i  dram  of  hot  w^ater; 
p3)  pepsin  gr.  i  in  i  dram  of  hot  water;  (4)  hot  peppermint 
Witer  I  dram. 

Constipation  in  babies  is  often  mechanical  only,  due  to  the 
persistence  of  the  rectal  valves,  the  sharp  angulation  of  the 
ifmoid,  the  tight  sphincter  and  the  weak  abdominal  muscles. 
If  the  movements  when  passed,  are  soft  and  well  digested,  the 
Constipation  is  mechanical  and  best  relieved  by  the  use  of  the 
•oap  stick,  and  not  enema,  as  the  latter  forms  a  habit. 

When  movements  are  formed  and  hard,  more  fat  is  needed 
I  the  child's  diet.  This  may  be  secured  by  (i)  olive  oil  (}^ 
fam  twice  daily  by  mouth),  or  oil  rubs  or,  in  bottle  fed  babies, 
9'  a  change  in  the  formula.  Moderate  constipation  is  often 
iieved  by  milk  of  magnesia,  20  drops  three  or  four  times  a 
ly,  but  for  immediate  results,  particularly  if  the  movements 
•e  green,  castor  and  sweet  oil,  each  30  drops,  are  best. 

Diarrhea. — Four  to  six  movements  a  day  are  not  necessarily 
^normal.  Severe  diarrhea  is  due  to  errors  in  diet  or  milk 
if  action. 

TreaimetU. — (i)  Castor  oil  i  dram,  not  repeated  inside  of 
)rty-eight  hours;  (2)  colonic  irrigation,  if  movements  are 
ritating;  (3)  bismuth  subnitrate  gr.  ii,  precipitated  chalk 
r.  V  four  times  daily,  given  in  suspension  in  water,  with  a 
ledicine  dropper. 

Congenital  Deformities. — (i)  Uarelip. — May  be  repaired 
1  the  first  few  days  of  life. 

(2)  Tongue-tie, — Interferes  with  nursing.  The  child  is  made 
->  cry,  in  a  good  light.  The  frenum  is  snipped  with  blunt 
ointed  scissors  and  with  the  finger  torn  down  to  the  base 
f  the  tongue. 

(3)  Cleft-palate, — ^The  child  can  only  nurse  from  a  bottle 
itb  a  Bap  of  rubber  over  the  nipple,  to  loiitv  z.  V^tk^o\'2cl^  ^ 
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arti6cial  roof  to  its  mnulh.    Operation  should  be  p 

for  several  years  at  least, 

(4)  Polydactyl ism.— Extra  fingers  and  toes  are  Ug«) 

fine  silk  aad  amputated,  unless  they  are  obviouaJ] 

attached.     Usually  they  are  only  bits  of  flesh. 

(si  Umbilical  hernia  is  best  treated  by  a  convex  hut 

in  the  ring  by  adhesive  straps,  or  by  adhesive  straps  { 

the  abdominal  wall  lightly  enough  to  dose  the  ring. 

months'  treatment  is  necessary. 

In  severe  cases, 
large  section  of  the 
nal  wall  is  lacking, 
intestines  covered 
peritoneum  (exoi 
celosoma)  operation 
essary,  but  the  progB 

Fig.     189.  —  Nipple    with    rubber       bad. 
flap,    to    bo    used    in    tases   of    cleft  »,\    r... i.-i:j. 

palate.    (D,  Lcc.)  (&>  ^pna    infidc 

most  often  complical 
hydrocephalus.  The  detect  should  be  closed  hyexci: 
the  sac  and  interrupted  catgut  sutures.  It  hydroce 
develops,  the  spinal  canal  can  be  drained  by  a  canula  t] 
the  body  of  the  last  lumbar  vertebra,  into  the  postper 
space. 

(7)  Phimosis. — Every  male  baby  has  a  tight,  ac 
prepuce.  It  is  best  stretched  with  small  hooks  (stra 
hooks)  about  the  tenth  day;  the  adhesions  broken  i 
glans  oiled  and  prepuce  brought  back  over  it.  Daily 
after  the  skin  is  retracted,  and  for  the  first  week  the  ;_ 
oiled,  to  prevent  the  recurrence  of  adhesions.  Circur 
is  not  necessary,  if  the  prepuce  can  be  retracted. 

(8)  Paraphimosis  is  rare,  except  with  hypospadias, 
it  occurs,  without  hypospadias,  the  light  ring  must 

(gj  Imperforate  rectum  is  the  most  serious  of  all  the  d 
ties.  A  crucial  incision  is  made  over  the  site  of  the  ai 
blunt  dissection  the  po\ic.\ioi  ■(ttvu"ca\?.\eaj5ofcfe.,ii(-a^tv' 
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lod  sewed  to  the  skin.    The  prognosis  in  these  cases 
I.     If  the  rectum  cannot  be  reached   through  the  peri- 

an  inguinal  colostomy  is  required,  and  in  these  cases 
Dgnosis  is  bad. 

V^ui-fooi. — Every  baby  can  lie  with  its  legs  fully  ex- 
Bnd  clap  the  soles  of  its  feet  together.  This  must  not. 
pUcen  for  club-foot.  If  the  foot  is  really  clubbed,  some 
:  can  be  gained  by  plaster  cast,  until  proper  orthopedic 
res  can  be  insiituted. 
mlsions  may  occur  as  a  result  of:  (i)  cerebral  injury  in 

(2)  gas  I  ro- intestinal  irritation;  (3)  con.'^tipation;  (4) 
It  demonstrable  cause. 

trealmtnt  is:  (ij  one  dram  castor  oil;  (2)  colonic  irriga- 
rith  cool  salt  solution;  (3)  mustard  bath  (technic  de- 
j  under  inspiration  pneumonia);  (4)  stop  food  for  two  or 
feedings;  (5)  remove  cause  of  convulsions,  if  ^y  can  be 

bof  the  new-born  shows  itself  most  often  as 
linal  bleeding).  Hemophilia  is  said  to  be  trans- 
I  through  the  female  (who  does  not  show  it)  to  the  male 
iocs  not  transmit  it).  It  is  most  common  in  premature 
;n,  but  may  occur  in  those  born  at  full  term.  The  child 
ileed  from  any  portion  of  the  body,  but  most  often  the 
is  found  in  the  stools.  Care  should  be  taken  to  see  that 
Qod  passed  is  not  swallowed  by  nursing  froth  a  fissured 

—In  true  melena  styptics  are  of  no  value.  10  to 
^<rf  normal  horse  serum  should  be  injected  daily,  until 
ieding  ceases.  Any  kind  of  serum,  or  even  whole  human 
may  be  injected.  If  human  blood  is  used,  it  should  not 
,t  of  the  parents.  Injections  of  gelatin  are  dangerous, 
ie  of  the  danger  of  tetanus  and  anthrax.  Transfusion  is 
lal,  but  no  better  than  serum  or  whole  blood  injections, 
lUch  more  dilficult  to  do. 
f  neonatorum  (jaundice)  is  of  two  kinds;  (i)  Hepalog- 
bich  is  common  in  all  children,  due  Xo  IwImtc  ot 
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ilrainage  of  bile  from  the  very  small  common  ducti 
pigmenlalion  disappears  in  a  few  days.  Treatment 
gr.  Ho  ever>'  }  i  hour  for  ten  doses  followed  by  30  dro| 
of  castor  and  sweet  oiL  TreatmeEt  does  not  hast 
disappearance  of   the  jaundice,   and   is   really  unna 

It  is  now  thought  that  the  jaundice  has  nolliing  to) 
the  liver,  but  is  due  to  the  breaking  down  of  large  nuj 
red  blood  corpuscles  soon  after  birth  and  therefore  is  t 
enous.  This  theory  has  not  yet  been  proved.  In  any 
ordinary  jaundice  of  the  new-born  is  not  serious,  and  m 
no  concern, 

(2)  Hematogenous  (Buhl's  or  Winckel's  disease)  dt 
blood-current  infection  with  hemolytic  streptococci 
yellow  atrophy  of  the  liver.  It  is  always  rapidly  fat^ 
difference  Is  obvious.  In  the  first  the  child  may  be 
pigmented,  but  shows  no  evidence  of  illness.  In  the 
the  child  is  gravely  ill,  with  great  prostration  and  hi^ 

Injuries  of  the  New-bom.— fraciiirej  of  the  skull  an 
always  the  result  of  forceps  deliveries.  They  are  most  c 
in  the  occipital  bone,  and  next  in  the  parietals,  depends 
the  position  of  the  forceps  and  the  force  used 
They  are  often  compound,  associated  with  intm 
hemorrhage  and  more  or  less  severe  injury  to  the  brai 
Most  cases  are  stillborn;  nearly  all  the  others  die  shorl 
birth  either  from  asphj'xia  or  cerebral  hemorrhage. 
sions  are  a  common  sequel,  and  are  due  lo  cerebral  herai 

TreatmeiU  is  stimulation  by  mustard  baths,  hypodi 
strychnin  sulphate  gr,  J-soo  and  atropin  sulphate  gr.' 
but  is  not  of  much  avail.     Recovery  very  rarely  oc! 

Spoon-shaped  depression  of  Ike  skull  is  due  to  pressur 
promontory  of  the  sacrum  or  to  improperly  applied 
It  occurs  in  one  or  both  parietals  and  is  simply  a  dej 
bone.  It  is  not  accompanied  by  fracture,  the  child 
symptoms,  and  if  let  alone,  the  depression  disappeai 
or  two  years.  Treatment  is  unnecessary. 
Fracture  of  the  arm  \s  \i?,ua\\7  a  sR^arwlvai 
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is,  and  the  result  of  extraction  of  the  arm  in  delivery 
hreech  presentation. 

■aimenl. — Fix  the  arm  in  the  Velpeau  position,  with  a 
jpad  of  cotton  in  the  axUla,  and  hold  the  arm  in  position 

Eof  an  undershirt,  with  only  one  sleeve  (for  the 
),  laced  down  the  front.     Healing  is  complete  in 
X  weeks;  bandages,  plaster-cast  or  adhesive  straps 
Dt  necessary. 

dure  of  the  clavicle  occurs  most  often  in  breech  presen- 
1,  in  delivery  of  the  head.     It  can  occur  in  head  presenta- 


,  when  the  anterior  shoulder  is  pulled  under  the  symphysis, 
^n  be  entirely  spontaneous.  In  every  case,  the  clavicle 
d  be  palpated  for  possible  injury,  or  the  fracture  may  be 
x>ked  until  the  chiki  shows  disability  in  one  arm.  The 
ing  is  the  same  as  for  a  fractured  arm. 
Kture  of  the  kg,  seen  only  in  podalic  version,  or  in  breech 
ntation,  is  treated  by  extension  and  fixation.  The  acci- 
is  rare. 
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Decapitation  is  sometimes  seen  in  breech  presentations,  w 
in  efforts  lo  extract  the  head,  the  neck  is  broken  and  ibtbt 
pulled  off.    This  accident  can  be  avoided,  if  fracture  of  tl 
neck  occurs  and  the  neck  begins  to  stretch  alarmingly,  l( 
craniotomy  and  extraction,  before  the  head  is  entirely 
off.    If  the  head  is  detached,  craniotomy  is  the  method  i 
extraction,  and  never  cesarean  section. 

Caput  succedaneum  is  the  local  edema  of  that  jwrtion  ; 
the  scalp  which  corresponds  lo  the  opening  of  the  dilailii: 


"cervix.  It  is  usually  associated  with  considerable  distortion 
of  the  head,  by  excessive  moulding.  It  is  present  at  birth, 
does  not  fluctuate,  is  brawny  and  tough  to  the  feel,  and  disa^ 
pears,  with  the  distortion  of  the  head,  in  twenty-four  to  for!  ■ 
eight  hours.     No  treatment  is  required. 

Cephalhematoma  is  a  localized  subpericranial  hemorrhayi 
confined  to  one  or  both  parietal  bones,  and  is  always  due  li 

injury — either  (orceps,  ot  \.\i.e  ^tt%^>ite.  qV  ^Xvt  ipomaaLorv  w 


i  of  the  ischium.     There  is  sometimes  a  linear  fracture  , 

e  skull  with  it.     It  appears  after  birth,  is  soft  and  fluclu-  i 

;  and  at  the  edge  of  the  swelling,  the  sensation  is  that  of  a  i 

ssed  fracture.     As  the  clot  stimulates  activity  of  the  peri-  ' 

im,  there  is  often  crackling  over  the  swelhng,  Cephal- 
itomata  disappear  spontaneously  in  two  to  eight  weeks, 
should  never  be  opened,  unless  they  suppurate  or  increase 
Lerruptedly  in  size.     The  danger  of  operation  is  menin-  I 

as  the  thin  skull  offers  little  resistance  to  infection.  J 

'm.    1411. — Doublf  tephslheraaloma.      U-  P-  Davis.)  t 

■ughs  of  Scaip. — Prolonged  pressure  will  often  cause  the 
to  slough  over  a  small  area,  frequently  with  devltaliza- 

jf  the  bone  aod  formation  of  a  small  sequestrum.  Treat- 
is  surgical  cleanliness,  and  the  removal  of  the  sequestrum, 

orms,  but  healing  is  slow. 

uising  of  the  face,  forehead,  and  neck  with  actual  abrasion 

e  skin  and  the  formation  of  hematomata,  is  not  uncom-  1 

It  is  a  sequel  of  forceps  delivery  and  is  treated  by  | 

liness,  boric  acid  ointment   (gr.  xx  to  one  ounce)   and 

compresses. 


404 


PATHOLOGY    OF   THK    NEW-BORN    INFANT 


Birth  palsies  may  effect  parts  supplied  by  any  nen.'e  od4 
there  has  been  pressure  or  excessive  traction. 

Facial  paralysis  (Bell's  palsy)  may  be  unilateral  or  (tj 
bilateral.  It  is  due  most  often  to  pressure  by  the  (orwj 
where  the  nerve  leaves  the  stylomastoid  foramen,  bul  b 
occurred  in  spontaneous  labors,  or  after  the  head  has  be 
delivered,  in  efforts  to  deliver  the  shoulders.  The  paraly; 
is  of  short  duration  as  a  rule,  but  may  persist  for  long  perioii 
Spontaneous  recovery,  without  treatment,  is  the  rule. 


Erb's  paralysis  is  due  to  injury  of  the  fifth  and  sixth  mo 
roots  of  the  brachial  plexus,  nearly  always  by  traction  effo 
in  delivery  of  the  after-coming  head,  or  by  forceps  blad 
The  arm  hangs  flaccid,  the  hand  rotated  inward  and  the  ^ 
pointing  back.  Sensation  is  preserved,  but  motion  loi 
the  muscles  rapidly  atrophy. 

Prognosis  is  not   good.     Paralysis  resulting  from  1 

crushing  is  less  seriou?-  \\\aTi  vVav  Auc  x.q  faction  on  thi 

_cpining  head,  as  intheAa.t.l«t^ftt«v>iftiwi\s.M«.\s3m,'Ss: 
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spinal  cord.     Unless  great  improvement  is  seen  within  a 

nth,  recovery  is  unlikely. 

"realmenl. — Largely  preventive,  in  avoiding  undue  violence 
jxtraction.  An  x-ray  picture  is  desirable,  to  show  possible 
rturesordislocationsof  the  clavicle  or  humerus.     Electricity 

I  massage  wiH  aid,  if  the  nerve  roots  are  not  destroyed, 
.nsplantalion  of  nerves  has  been  tried,  with  some  success. 


.apture  of  thf.  slernocMdomasloid  muscle  sometimes  occurs  as 
!sull  of  efforts  to  deliver  the  after-coming  head.  A  local 
latoma  forms,  which  is  easily  palpable,  and  later  the  entire 
ic!e  is  tender  and  rigid.  Spontaneous  recovery,  without 
,tment,  is  the  rule. 

ifection  of  the  new-born  may  effect  the  lungs  or  the  umbili- 

That    of    the    lungs    is    called    inspiration    pneumoftia\ 

noi  a  true  pneumonia  but  a  septic  pneuinom\i&. 


L  SXV-*OftX    IXTAKT 


-<i>  VEf^  fevo-  (105  ct  over)  appearing  on  <: 
I  ^r^  (x)  vt!^-  i^iid  Rspintkn  (80  to  1  :c 

>1:   U)  cj'anosis; 


than  the  phytic:: 

i^ptt.  (Mf  >  ^nl  >«■  <i<  like  loBK  may  be  involved,  Uurt 
is  tacdhr  de^aasuaUc  Aifacss,  and  then  is  no  sputum.  I' 
a  cUd  ika>«s  a  hj^  few  vritbrn  fbrtr-cight  hours  of  birili, 
has  bees  a  difictJt  delix~en'  and  asphyxia, 
ahnjs  iBspitatiao  pneumonia. 
Tn^maal. — ( i  >  Anifidal  fccdtag,  bjr  mother's  milk  drawn  in 
a  naaber  3  Pkniiz  breast  pmnp  and  fed  to  the  child  with  a 
mtAime  dronKr.  TV  ddd  caiuxil  osually  nurse  from  the 
hnast;  (2)  nrastaid  batJii  for  fifteen  minutes  cvktv  three  hours; 
(3)  brandy  fiiv  drafK,  ditctmv  of  digitalis  H  drop,  every  four 
hoois;  (4)  keep  child  iindnssed,  wrapped  in  blankets,  ami 
disturb  as  little  as  possiUe,  except  for  the  necessary  ircatineni 
(5)  in  se%'erccascs,anifclreptococic>c  serum,  2o mils hypodennic- 
allj-,  once  daily.  The  child  should  be  kept  wmppcd  in  blanttls 
and  not  dressed, 

Progmosii  is  gra\-e.  Relapses  are  common,  and  the  morialiQ' 
ts  33  to  40  per  cent- 

iftuMrt/  Bali. — (i)  Three  bedroom  pitchers  (about  four 
gallons)  of  water  at  a  temperature  of  105°  F.,  poured  in  tbt 
baby's  bathtub;  (i)  add  one  tablespoonful  of  mustard  flow; 
(3)  hold  child  in  this  bath,  immersed  up  to  its  neck,  with  head 
supported  along  nurse's  arm,  for  fifteen  minutes.  The  sti" 
should  be  gently  rubbed  during  the  bath;  {4)  wrap  in  warmn 
blankets,  and  do  not  dry  for  one-half  hour. 

nbilical  infection  (omphalitis)  is  shown  by  a  poutiii: 
lical  stump,  covered  with  a  giay-green  slough,  and  a  rt 
,  Dund  the  umbiliois.    'I\i«0ii6.^aaaiti4fi  fever, 


OPHTHALMIA  NEONATORUM  407 

obviously  very  Ul.  The  treatment  is  surgical  cleanliness, 
stimulation  (brandy  15  v.,  tincture  digitalis  3^^  njj — every 
three  hours)  and  antistreptococcic  serum  20  mils  hypodermic- 
ally  once  daily.  There  is  danger  of  septic  infection  of  the 
blood  current. 

Mastitis. — ^The  breasts  of  both  sexes,  but  more  frequently 
the  male,  become  engorged  or  inflamed  in  the  first  three  weeks 
after  birth.  Colostrum  is  present  from  the  end  of  the  first  to 
the  third  week.  The  breast  is  hard,  painful,  the  skin  red,  and 
occasionally  an  abscess  forms. 

Treatment. — (i)  Avoidance  of  massage  or  squeezing,  in  an 
attempt  to  empty  the  glands;  (2)  application  of  lead  water  two 
ounces,  95  per  cent,  alcohol  three  ounces;  (3)  oiling  of  skin, 
to  relieve  tension;  (4)  early  operation,  if  suppuration  occurs. 

Menstruation. — ^A  bloody  discharge  from  the  genitalia  of 
female  children  is  not  rare.  The  discharge  is  typical  of  true 
menstruation,  but  lasts  only  two  or  three  days.  In  precocious 
development,  however,  regular  menstruation  has  been  estab- 
lished as  early  as  the  seventh  month  of  infancy.  No  treatment 
is  required. 

Mouth  Infections. — Aphlhcc  are  small,  pearly  vesicles  seen  in 
the  mouth,  on  the  gums  and  lips. 

Thrush  is  a  coalescence  of  white  spots,  surrounded  by  an 
areola  of  reddened  mucous  membrane.  The  infecting  agent  is 
the  saccharomyces  albicans. 

Treatment  for  both  is  washing  the  mouth,  gums  and  lips  with 
10  grains  to  the  ounce  boric  acid  solution,  every  three  hours 
and  after  each  nursing. 

Ophthalmia  neonatorum  is  infection  of  the  child's  eyes, 
usually,  but  by  no  means  always,  due  to  the  gonococcus. 
Antiseptic  solutions  used  in  labor  may  produce  an  ophthalmia 
indistinguishable,  except  bacteriologically,  from  gonorrheal. 

A  benign  subacute  conjunctivitis  is  often  seen,  affecting  usually 
one  eye,  which  answers  promptly  to  irrigation  by  boric  acid  so- 
lution (gr.  X  to  oz.  ii);  and  does  not  require  energetic  treatment. 

Tru^  opklhiUmia  begins  usually  {orty-evg\ilYiOMi%^XfctVi\\'0^, 
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The  eyelids  are  very  edematous,  and  a  copious  yellow  disci 
oozes  from  between  them.     Gonococci  can  be  found 
discharge.    The  conjunctiva  looks  like  red  velvet,  and 
cornea  later  loses  its  epithelium  and  is  often  ulcerated. 

Treatment. — If  the  mother  is  suspected  of  having,  or  known 
to  have,  gonorrhea,  the  vagina  should  be  thoroughlv  cleansed 
with  tincture  of  green  soap  and  hot  water,  during  the  firet 
stage  of  labor,  and  the  cleansing  is  repeated  once  or  twice 
until  the  head  is  on  the  perineum.  As  soon  as  the  child  n 
born,  the  eyes  are  washed  with  boric  add  solution,  and  iwi 
drops  of  a  2  per  cent,  nitrate  of  silver  solution  (gr.  x  to  ow 
oimce)  are  dropped  in  each  eye,  with  a  medicine  dropper,  beint: 
careful  to  separate  the  lids  and  nol  to  try  and  put  the  poinl 
of  the  medicine  dropper  between  them  {Crtdf  tnellwd). 

If  ophthalmia  develops,  the  curative  treatment  is:  Iniga- 
lion  of  the  eyes,  every  two  hours,  day  and  night,  with  lo  gr,  lit 
one  ounce  boric  acid  solution;  {2)  cold  compresses  on  the  li<b 
constantly;  {3)  twice  daily  instil  35  per  cent,  argj-rol  solution, 
or  10  per  cent,  silvol  solution,  with  a  medicine  dropper;  ii'i 
once  daily,  1  per  cent,  nitrate  of  Kilver  solution  is  instilled:  (ii 
if  only  one  eye  is  affected,  bandage  the  other,  lo  protect  it;  H' 
watch  carefully  for  corneal  ulcer, 

Technic  of  Irrigation  of  Ike  Eyes. — (i)  Wrap  child  up  to  m 
neck  in  a  thin  blanket;  (i)  place  two  chairs  facing  each  othi: 
(3)  sit  in  one  chair,  place  child's  body  on  the  other  and  lalw 
its  head  between  your  knees;  (3)  as  both  hands  are  free,  sepa- 
rate eyelids  with  one  hand  and  inject  boric  acid  solution  with 
the  other;  (4)  it  is  best  to  use  a  stream  of  solution  from  1 
saturated  cotton  pledget,  rather  than  a  medicine  dropper,  as 
there  is  then  no  danger  of  injury  to  the  eye. 

Caution. — As  the  discharge  from  the  eye  is  exceedingly  i"- 

fectious,  and  if  any  should  get  in  the  eyes  of  the  person  carr: 

for  the  child  serious  ophthalmia  and  probably  blindness  woul' 

result,  great  care  in  hamlJinR  should  be  observed.     These  ca^. 

_  are  best  handled  on^y  w\\.\\  T\i\i\w,t  ^w«s>, 

Prognosis. — Recovery  V^  \.Ve.  v\^j^^O^^*^^^«^ 
without  corneal  opaciVy. 
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hilis  of  the  infant  bus  been  sufficiently  considered  under 
es  of  the  fetus. 

ffles  (coryza)  are  due  usually  to  cold  from  drafts.  The 
I  crib  should  be  properly  protected,  and  it  should  wear 
until  nature  has  provided  sufficient  hair.  A  coryza  that 
mating  and  shows  crusts  and  irritation  around  the  nos- 
iprobably  syphilitic  ami  is  treated  accordingly. 
ioiThage  from  the  umbilicus  (omphalorrhagia)  may 
iicfore  or  after  the  cord  has  dropped  off.  If  it  occurs 
khe  stump  has  dropped  off,  the  first  ligature  is  too  loose 
second  is  needed. 

Ming  from  the  umbilical  ulcer  is  often  serious.  If  the 
or  vessels  can  be  seen,  they  may  be  ligated,  but  this  is 
y  not  practicable.  A  stump  sufficient  to  tie  can  nearly 
5  be  pulled  out  of  the  umbilical  ring,  by  a  tenaculum, 
ared  with  a  sterile  safety-pin,  and  tied  under  the  pin. 
Bb  impossible,  a  pad  of  sterile  gauze,  shaped  like  a  pyra- 
■placed  in  the  umbilical  ring,  with  the  point  of  the  pyra- 
own,  and  held  by  adhesive  straps.  As  a  last  resort  the 
linal  wall  may  be  transfixed  below  or  above  the  umbili- 
■ith  large  straight  needles,  and  a  figurc-of-8  ligature  tied 
1  the  needles.  Horse  serum  is  invaluable,  if  the  bleeding 
to  hemophilia  or  the  blood  is  deficient  in  clotting  power, 
y,  styptics  like  Monsel's  solution,  powdered  adrenahn 
muth  may  be  tried,  but  all  usually  without  permanent 


Dilical  fungius  is  a  red,  strawberry  mass  of  granulation 
projecting   from   the   umbilicus.     If  it   is  cauterized 

rd  stick  nitrate  of  silver,  it  will  usually  disappear. 
per  cent,  require  amputation,  however.  If  the 
of  the  cord  persists  and  docs  not  drop  off,  it  too  must 
puiated. 

phalorrhea  is  a  constant,  or  periodic,  seropurulent  dis- 
■  from  the  umbilicus,  due  to  a  patent  urachus, 
den  death  of  the  ctuld  may  be  due  to:  (t)  Patulous 
a  ovale  or  othar  cuiigeniUil  heart  Vtaiou",  V>1  ^^■^■^^»s. 
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gland  hypertrophy;  {_^)  cerebral  injuries  in  .birth;  {4)  ov-eiljj 
by  mother  in  bed.     These  are  the  most  commun  causes. 

Patulous  foramen  ovale  causes  what  is  usually  calledl 
"blue  baby."  The  prognosis  of  this,  as  in  other  congemB 
heart  lesions,  is  fairly  good.  Compensation  is  often  estahlid 
during  the  first  month  of  life;  if  the  condition  persists,  the  d 
is  delicate  and  must  be  managed  with  great  care;  many  w 
die  suddenly  in  the  early  weeks  of  life. 

Medicines  in  the  Hew-bom.^Mercury  is  better  borne  ihw  I 
any  other  drug,  and  can  be  given  in  large  doses.     Calomel  p   1 
^  in  divided  doses  of  ^21)  each;  mercurial  ointment  gr.  x  !j' 
inunction  are  examples.     Opium  is  not  borne  at  all,  even  )i 
paregoric,  of  which  three  drops  have  been  fatal.     Even  tbi 
paregoric  and  ergot  mixture  given  to  the  mother  for  ik 
control  of  after-pains,  (5  ss  of  each  to  the  dose — every  4  hout-    ; 
has  caused  evidence  of  opium  poisoning  in  the  nursing  infant,  j 
Other  drugs  are  given  in  doses  proportionate  to  the  age  of  Ihc  I 
child. 


CHAPTER  XIX 
OBSTETRIC  OPERATIONS 

MtEPARATION  FOR,  TECHNIC  AND  AFTER-TREATMENT  OF 

OBSTETRIC  OPERATIONS 

The  preparation  for  obstetric  operations  is  the  same  as  for 
Miy  plastic  (for  vaginal  delivery)  or  abdominal  section,  with 
the  rather  important  exception,  that  most  of  these  operations 
are  of  an  emergency  character,  and  the  time  for  preparation  is, 
therefore,  limited.  When  time  permits,  the  following  prepa- 
ration will  be  found  satisfactory. 

Preparation  for  Abdominal  Section 

Day  Before  Operation. — Urine  examination,  blood  count  and 
full  bath.  4  P.  M.  Scrub,  abdomen  and  upper  ^i  of  thighs 
for  ten  minutes  by  the  clock,  using  soft  bristle  brush  (face 
hrush)  or  gauze;  after  first  two  minutes  shave  completely. 
Jiinse  oflF  soapsuds,  and  scrub  for  one  minute  in  alcohol  (95 
Per  cent.)  using  fresh  brush,  rinse  off  again  with  sterile  water, 
ity  with  sterile  towel,  and  apply  dry  sterile  gauze  dressing  with 
binder,  covering  abdomen  and  upper  3^^  of  thighs,  and  bandaged 
»o  that  it  cannot  ride  up.    Light  supper. 

9  P.  M.  Magnesium  sulphate  3^^  ounce,  or  magnesium 
-itrate/a/  6  ounces.    If  nervous,  veronal  10  grains. 

Day  of  OperatioiL — Early  in  morning,  cup  of  beef  tea,  no 
>ther  breakfast. 

Two  hours  before  operation  repeat  scrubbing  of  day  before, 
except  that  shaving  is  omitted,  and  after  alcohol,  apply  dress- 
ng  moist  with  i  per  cent,  formalin  solution,  held  in  place  by 
;ame  kind  of  binder.  An  hour  and  a  half  before  operation 
rleanse  lower  bowel  by  simple  enema  so  that  last  enema  returns 
rlear. 
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Three  quarters  of  an  hour  before  operation  give  hn 
dermic  of  morphin  sulphate  gr.  'o.  alropin  sulphate  gr. 
Calhetcrize  just  before  etherization,  and  never  trust  to  v 
The  nurse  who  does  the  scruibing  inmi  prepare  her  hoHiht 
■wear  slerUe  gown  end  sterile  glmcs,  as  Jor  an  operalton. 

No  preparation  on  the  table  except  wiping  abdomen  i 
95  j)er  cent,  alcohol. 

Rubber  dam  used  in  all  sections,  covering  the  abdonij 
skin,  and  operation  is  done  through  a  slit  in  the  dam,  whl 
sewed  in  the  wound. 

In  emergency  cases,  where  time  is  limited,  or  where  abc 
is  very  sensitive,  cover  abdomen,  after  shaving,  with  j 
dripping  wet  with  tincture  of  green  soap,  and  cover  ■ 
after  two  hours,  take  off  gauze,  wipe  abdomen  with  alcohol 
95  per  cent,  and  apply  wet  dressing  of  t  per  cent,  formalin  for 
two  hours,  held  on  by  binder.     Do  not  use  iodin. 

lodin  is  not  safe,  because  in  strengths  of  less  than  n  ptr 
cent,  it  is  useless  as  a  skin  antiseptic,  and  this  strength  will 
cause  severe  desquamation.  It  is  also  carried  in  the  abdomen 
on  the  operator's  gloves,  and  its  use  is  certain  to  be  followed  h) 
adhesions. 

Preparation  for  vaginal  delivery  or  any  other  \-agiaal 
manipulations,  such  as  induction  of  labor,  etc. 

1.  The  pubic  hair  should  be  shaved. 

2.  The  rectum  and  lower  bowel  should  be  evacuated  by 
repeated  enemas,  till  the  water  returns  clear. 

3.  The  patient  is  arranged  in  the  dorsal  lithotomy  position. 
preferably  on  an  operating  table,  or  one  improvised  from  a 
kitchen  table. 

4.  The  vulva  and  vagina  are  thoroughly  cleansed  with 
cotton,  tincture  of  green  soap  and  sterile  hot  water,  and  if  any 
antiseptic  vaginal  douche  is  given,  it  should  he  followed  by  a 
douche  of  sterile  water,  because  of  danger  of  the  antis^lic 
Quid  causing  ophthalmia  in  the  baby. 

5.  This  cleansing  is  always  better  done  under  the  a 
thetic,  especially  in  primipatK-    11  no  %a«£A^fi^-4«  UBst^-ij 


D    AFTER-TREATULNT 

(duction  of  labor,  the  vulva  is  carefully  scrubbed  ami 
i  vagina  cleansed  as  above,  in  a  mullipara,  or  douched  in 
arimipara.  Proper  cleansing  in  a  primipara  is  almost  im- 
isible  without  anesthesia. 

).  Just  before  anesthetization,  the  patient  should  be  cathe- 
ized,  and  never  trusted  to  void.  It  is  most  essential  in 
ceps  operations  that  the  bladder  be  empty. 
Preparation  of  Private  Houses  for  Operations,— As  most  of 
!  obstetric  work  in  general  practice  is  done  in  ihe  patient's 
me,  the  following  instructions  will  prove  of  \'alue.  They 
;  designed  to  meet  the  requirements  of  gynecologic  opera- 
ns  as  well  as  obstetric. 

[t  is  perfectly  feasible  lo  arrange  private  houses  tor  opera- 
ns  so  that  the  lack  of  hospital  facilities  need  not  he  felt. 

abdominal  operation  is,  of  course,  more  easily  done  and  the 
tient  more  easily  cared  for  in  a  hospital  than  at  ihe  patient's 
me,  but  even  this  type  of  operation  can  be  adequately  cared 
'  at  home,  provided  the  preparation  is  sufficiently  well 
ide.     Ordinary  operations,  especially  plastics  for  the  repair 

the  injuries  of  child-birth,  are  satisfactorily  done  in  the 
Uent's  home.     A  trained  nurse,  or  one  at  least  accustomeil 

the  care  of  surgical  cases  and  with  a  working  knowledge  of 
!psis,  is  most  desirable,  but  not  indispensable,  provided  the 
ysician  is  willing  to  give  minute  instructions  as  to  the  care 
]uired  and  to  attend  to  such  details  as  catheterization 
nself. 

The  Choice  of  a  Room. — ^If  possible,  the  room  should  be  one 
joining  the  patient's  bedroom,  and  preferably  not  the 
tient's  own  room.     The  patient  is  thus  spared  the  sight 

the  necessary  preparation.  The  paramount  question  is 
e  of  light,  and  the  operating-table  should  be  so  placed  as  to 
t  the  maximum  amount,  hence,  near  the  window.  The 
ndow  can  be  screened  against  outside  observation  by  cover- 
j  it  with  a  single  piece  of  fjauze  or  by  pinning  together  the 
rtains,  provided  they  arc  of  a  material  which  will  transmit 
f  light  m'tboul  loo  much  diminution,  oi  ftveTi\i^  sn^'^vw^ot 
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whitewashing  the  pane  of  glass.  Except  for  an  abdomiiiLi 
operation  it  is  not  necessary  to  strip  the  room  or  take  up  ibi' 
carpets  or  rugs.  The  floor  can  be  protected  by  newspaper-, 
thickly  laid,  and  over  these  a  sheet,  wrung  out  of  a  i-iw 
bichlorid  solution,  should  be  spread  and  should  be  damp  whm 
the  operation  is  begun.  Any  unnecessary  hangings  ought  M 
be  removed  and  the  furniture  moved  to  a  part  of  the 
where   it   will   be  out  of  the  way  and  covered  with  sheei 

The    wails   in    the  immediate   vicinity  of   the   operatinij- 
table  should  be  protected  by  sheets  held  up  by  the  glass-headed 
pins  known  as  Moore's  push-pins,  and  not  by  tacks.     The  pi 
leave  no  scar,  as  tacks  do.  especially  in  wall-paper  and  plaster; 

Tke  Operating,  Table. — This  should  preferably 
the  models  of  portable,  collapsible  operating-tables,  bui  (his 
ia  by  no  means  a  necessity.  A  kitchen  table  with  suffidenl 
strength  of  legs  answers  every  purpose.  If  this  is  used,  the 
top  must  be  thoroughly  scrubbed  and  then  thickly  padded,  as 
the  thinly  padded  table  is  a  prolific  cause  of  backache  after 
operations.  In  many  operations,  notably  perineal  (^MIS- 
tions,  a  Kelly  pad  is  a  desirable  addition;  but  one  that  irill 
answer  every  purpose  can  be  improvised  by  rolling  up  nlbbe^ 
sheeting  at  the  sides  and  back,  or  even  newspapers  covwwl 
by  towels  or  sheets.  The  special  tables  are  provided  with 
stirrups  and  leg-holders  for  the  lithotomy  position,  when  ihis 
position  is  desired.  The  kitchen  table  can  be  equipped  with 
either  the  Edebohls'  portable  leg-supports,  which  clamp  on 
the  edge  of  the  table,  or,  much  better,  by  a  rolled  sheet  tied 
about  one  knee,  passed  back  over  one  shoulder  and  out  under 
the  other  (so  that  pressure  does  not  come  altogether  on  the 
patient's  neck)  and  fastened  above  the  other  knee.  The 
knots  should  be  on  the  outside  of  the  legs.  This  makes  the 
best  leg-holder  I  know.  If  the  Edebohls'  supports  are  used, 
it  will  be  found  necessary  to  tighten  the  screws  with  a  wrench 
(no  one's  fingers  are  strong  enough),  for,  if  the  patient  shoulii 
strain,  the  leverage  Is  eTioimia\i=>,  If  a  chair  or  stool  isneedd. 
I  B  piaao-stool  draped  wVx,\i  a  s\iea\  \^  wvj^v.  ^».Mi^vuAwc^  ^Wv  i 
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I  chair  {not  too  low)  will  answer.     The  end  of  the  Kelly 
,  or  its  substitute,  should  drain  into  a  bucket  or  3lop-jar 
tiich  has  been  well  scalded  out. 

I  The  special  operating- tables  have  apparatus  for  the  Trende- 

fiburg  position;  the  kitchen  table  can  be  equally  well  equipped 

r  raising  the  two  legs  on  blocks  or  bricks,  or  even,  if  the 

perae  position  is  desired,  on  the  seats  of  two  chairs.     The 


Itrhole  table  is  best  draped  in  a  sheet,  although  this  Is  not 

tentiaL 

Instrumenl-   and    Dressing-lailes. — Two    of   these   are   re- 

[aired,  one  on  either  side  of  the  operating-table.     As  these 

tables  often  have  polished  tops,  adequate  protection  must  be 

provided.     This  is  best  done  by  covering  the  lop  thickly  with 

newspapers,  placing  on  these  a  large  tin  Lra.^  axvA  tciNW\M{,  I 
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all  wilh  a  shfel,  drapjed  so  that  il  wil!  touch  the  Soor 
sides.     This  is  to  protect  the  legs  and  sides. 

Douche-bag. — This  is  needed  in  all  perineal  operations, 
more  efficient  means  of  splashing  the  wall-paper  than 
improperly  hung  douche-bag  can  hardlj-  be  dc\'ised.  A 
able  hook  is  provided,  preferably  in  the  window-frame, 
open  towel  is  placed  over  this  hi>ok  so  that  the  centei  of 
towel  is  over  the  hook.  The  bag  is  hung  on  the  hook  and 
towel  allowed  to  drape  down  over  it.  This  has  proved 
adequate  protection.  The  douche-bag  and  tube  are,  of  coi 
prepared  by  boiling. 

Inslrumettls. — ll  is  best  to  boil  these  where  the  physician i 
nurse  can  keep  an  eye  on  them.  A  large  alcohol  lamp 
copper  tray  sterilizer  or  basin  will  be  satisfactory.  If 
alcohol  lamp  is  placed  in  the  bath-tub,  and  the  instnii 
are  sterilized  there,  it  will  guard  against  the  danger  of  upsetl 
them  and  possibly  a  conflagration. 

If  the  instruments  are  sterilized  over  the  kitchen 
servants  must  lie  warned  not  to  touch  them,  I  have  seen' 
servant  dig  the  various  instruments  out  of  the  sterilizer  wiili  ?. 
stove-lid  lifter  and  speculate  on  their  uses. 

Dressings. — For  all  ordinary  operations  the  commerciai-> 
sterilized  gauze  and  cotton  arc  entirely  satisfactory-.  F'  i 
abdominal  operations  the  dressings  should  preferably  I' 
steam  sterilized  either  in  an  autoclave  or  even  in  a  Rochesii! 
steam  sterilizer.  If  the  latter  is  used,  the  final  stcrilizaiiim 
should  be  completed  just  before  the  operation.  It  is  not  po^ 
sible  adequately  to  dry  dressings  so  sterilized,  and  it  is  heliei 
to  have  them  warm  and  wet  than  cold  and  clammy.  Sh«i- 
and  towels  can  be  adequately  prepared  by  freshly  launderinfi 
them  and  then  ironing  with  an  iron  hot  enough  to  come  ju*' 
short  of  scorching  them.  The  time-honored  custom  of  bati"- 
in  the  oven  of  the  kitchen  range  is  useless.  Such  dressin:- 
are  not  sterile  unless  so  scorched  as  to  be  unfit  for  use.  F" 
gauze  sponges,  I  have  always  found  the  commercially  sterilizfj 
gauze  safe.     If  sea  Sponges,  axe  M'SKi,  >hwr3  ■Ks.Ms.t  be  soaked 
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Cix'ernight  in  a  i-5cx>  bichlorid  or  a  i-2oi)hen()l  (carbolic  acidj 

scilution.     Boiling  them  destroys  their  al)sori)tivc  cjualitics. 

Basins, — Unless  the  physician  carries  his  own  nest  of  basins, 

must  depend  on  the  household  supply.     Three  at   least 

needed  and  they  must  be  boile<l.     Rinsing  or  wi])in.i^  iheni 

out  with  an  antiseptic  solution  is  not  sufficient. 

Scrubbing, — The  best  arrangement  for  scrubbing  up  and 

sterilizing  the  hands  can  be  made  in  the  bath-r(X)m.     Running 

"Water  and  previously  boiled  nail-brushes  are  used,   and  to 

obviate  stooping  over,  the  dishes  of  soap,  alcohol,  etc.,  can 

be  arranged  on  a  bread-board  placed  over  one  end  of  the  tub 

and  resting  on  the  sides  of  the  tub. 

Rtibber  Gloves. — Steam  sterilized  and,  hence,  dry  gloves  are 
lest,  but  this  is  not  always  practicable.  Boiling  is  a  method 
always  available  and  is  satisfactory.  The  gloves  n\u.>t  be 
boiled  wrapped  in  gauze  or  a  towel,  and  should  always  be 
boiled  flat  so  that  the  water  can  enter  them.  The  custom  of 
boiling  gloves  rolled  up  in  a  ball  is  a  pernicious  one,  as  the 
inside  of  these  gloves  is  never  sterile  and  most  of  the  outside 
is  open  to  grave  suspicion. 

Sterile  Water. — The  night  before  operation  a  clothes-boiler 

is  filled  with   water.     In  it  are  placed  three  pitchers  an<l  a 

dipper  with  a  hooked  handle.     These  are  boiled  for  half  an 

bour.     The  pitchers  are  hooked  out  of  the  water  with  the 

bandle  of  the   dipper  and   filled,   and   then   towels  are  tied 

Over    their   tops  and  they  are  set  aside  to  cool  over  ni^dit. 

The   next  morning  the  clothes-boiler  full   of  water  and  the 

dipper  are   boiled  again.     Thus  by   mixing   the  cold  water 

that   has   stood  over   night  with  the  hot  water  boiled  just 

before  the  operation  a  supply  ample  for  most  operations  is 

secured. 

In  emergencies,  the  bottled  water  sold  at  all  drug  stores 
is  adequate  for  the  cold  sterile  water,  except  in  abdominal 
op>erations.  The  water  in  the  pitchers  can  be  cooled  in  a 
reasonably  short  time  by  pouring  cold  water  over  the  outside 
of  the  pitchers. 
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Supplies  Required. — The  supplies  needed  for  an 
operation  are  as  follows:  six  sheets;  twelve  towels;  8  oui 
of  95  per  cent,  alcohol;  8  ounces  tincture  of  green  soap; 
pound  of  absorbent  cotton  (two  half-pound  rolls);  one  $-y. 
roll  of  sterile  gauze;  one  i-yard  jar  of  iodoform  gauze; 
bottle   of   mercuric   chloric!   tablets;   one   3-ounce   bottle  »i 
glycerin  (as  a  lubricant  for  putting  on  wet  gloves;  two  !i 
pound  cans  of  ether,  unopened;  three  small  coarse  (not  sili) 
siwnges,  size  of  a  lemon;  one  i-yard  package  of  sterile  gauzs 
{(or  the  etherizer,  to  avoid  opwning  the  larger  package).    I 
have  this  list  printed  op  cards,  and  one  is  sent  to  the  paiient'f 
house  to  guard  against  details  being  forgotten. 

Nurse's  Kit. — I  find  it  useful  to  provide  the  nurse  who  dof 
all  the  preparing  of  houses  for  me  with  a  bag  equipped  n;i!- 
what  we  have  found  needful.  This  bag  is  small  and  easiii 
carried,  but  contains  eleven  basins,  twelve  brushes,  tweivu 
pairs  of  rubber  gloves;  all  the  catgut  used  in  the  operalitMi 
(from  eight  to  ten  boxes  being  carried);  a  Kelly  pad;  doucbe- 
bag;  razor  for  shaving  patients  (especially  in  perineal  opera- 
tions); gown  and  uniform;  the  glass  pins  (three  dozen)  used 
for  protective  sheets,  and  a  roll  of  safety-pins. 

It  is  perhaps  unnecessary  to  point  out  that  all  Wsible  di^ 
turbances  caused  by  these  preparations  should  be  cleared 
away,  and  all  soiled  linen  and  sponges  and  water  disposed  of  as 
soon  as  possible.  This  is  particularly  desirable  when  evet}'- 
thing  has  been  prepared  in  the  patient's  room.  No  signs 
should  be  left  for  the  patient  to  sec  on  recovery  from  the 
anesthetic. 

Preparation  of  the  Doctor's  Person  and  Hands. — The  attend- 
ant on  an  obstetric  case  should  wear  a  sterile  operating  suit, 
and  not  his  ordinary  every-day  clothes;  a  sterile  short  slee%'ed 
gown  (preferable  to  the  long-sleeved  gown,  because  certain 
operations  (version — for  instance)  are  impossible  with  a  long 
sleeved  gown — as  the  arm  will  not  enter  the  vagina  furthcL 
than  the  end  of  the  cuff  of  the  glove);  and  sterile  (either  1M 
_gr  dry)  rubber  gloves,  B 
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Preparation  of  the  Hands. — ^The  hands  should  he  cleansed 
as  carefully  as  if  no  gloves  were  to  be  worn.  The  following 
method  will  be  found  satisfactory:  (i)  The  nails  are  to  be 
lq)t  shorty  and  smoothly  trimmed. 

(2)  Scrub  for  ten  minutes  (by  the  clock)  with  tincture  of 
peen  soap,  running  hot  water  and  a  fairly  stiff  nail-brush, 
being  careful  to  devote  an  equal  amount  of  attention  to  each 


(3)  Scrub  for  one  minute  in  95  per  cent,  of  alcohol,  using  a 
besh  brush. 

(4)  If  dry  gloves  are  to  be  worn,  the  hands  are  dried  on  a 
sterile  towel  and  powdered  with  sterile  talcum.  If  wet  gloves 
are  used,  no  drying  of  the  hands  is  needed. 

There  is  a  greater  chance  of  infection  in  obstetric  cases 
than  any  other  surgical  case.  The  nearer  an  obstetric  case 
is  managed  like  a  major  surgical  operation  the  better  will  be 
the  immediate  and  remote  results. 

Routine  After-care  of  Abdominal  Sections.— These  direc- 
tions must  be  considered  together  with  the  normal  routine  care 
of  any  normal  delivery,  in  a  patient  delivered  by  abdominal 
section  (cesarean  section,  pubiotomy  or  symphyseotomy). 

1.  Elevate  head  of  bed  on  blocks  twelve  inches. 

2.  Morphin  sulph.  gr.  ^      \  j^^^  hour  p  r  n 
Atrophin  sulph.  gr.  Jiso  J 

3.  Water  p.  r.  n.  in  ounce  quantities  as  soon  as  nausea  ceases. 

4.  Catheterize  sixth  hour  p.  r.  n. 

5.  If  wound  sealed  with  collodion,  take  off  outer  dressing 
^ter  sLx  hours  and  put  icebag  over  wound.  Keep  ice-bag  on 
for  first  3  days. 

6.  After  twenty-four  hours  feed  by  albumen  water,  broth,  or 
milk  and  limewater  equal  parts,  i  to  2  ounces  every  hour. 

7.  After  twenty-four  hours  give  enema:  milk  of  assafetida 
oz.  6,  Hoffman's  anodyne  dram  i,  water  q.  s.  ad.  i  pint. 

8.  If  much  nausea,  wash  out  stomach  by  giving  2  glasses  of 
water  with  5  grains  of  sodium  bicarbonate  to  each  glass.  If 
this  does  not  stop  it,  wash  out  with  tube. 
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9.  After  forty-eight  hours  give  calomel  gr.  L^  even.-  hour  fur 
six  (foscs,  followed  in  two  hours  by  magnesium  citrate  6  ounce- 

10.  After  bowels  move  give  soft  diet,  fifth  day  give  l^hl 
I      diet,  seventh  day  give  full  diet. 

11.  If  much  distention,  give  eserin  salicylate  gr.  J^n  I'; 
dermically  fourth  hour,  and  pituitrin  H  ampule  twice 
hypodermically. 

12.  If  urine  output  is  low,  give  spartein  sulphate  gr,  1,  h; 
dermically  sixth  hour  and  force  water. 

13.  Collodion  dressing  off  eighth  day,  and  wound  dressed 
thereafter  every  other  day  with  dry  sterile  gauze. 

14.  As  a  routine  laxative  use  compound  cathartic  pills, 
one  at  bed  time.  If  too  active  give  only  half  a  pill.  If  grip- 
ing use  A.  B.  S.  &  C.  pill. 

The  routine  after-care  after  operative  vaginal  delivHT 
is  that  of  a  normal  delivery.  If  anj'  stitches  have  been  inserted, 
they  are  cared  for  as  follows: 

1.  Irrigate  perineal  slitches  with  sterile  water  four  limts 
daily,  and  also  after  each  urination  or  bowel  movement,  and 
keep  sterile  vulvar  pad  in  place  after  irrigation. 

2.  If  stitches  soiled,  clean  with  cotton  on  applicator  afld 
peroxid  of  hydrogen. 

3.  Vaginal  douche  sterile  water  every  day  after  fiftJi  day. 

4.  Stitches  inserted  directly  after  delivery  can  safely  be 
removed  on  the  tenth  dav. 

INDUCTION  OF  ABORTION 
Induction  of  abortion  is  the  premature  termination  of  preg- 
nancy prior  to  the  sixth  month  of  pregnancy,  (or  the  date  "f 
viability  of  the  child) 

Indie ations. — (i)  Pernicious  vomiting,  where  all  other 
means  of  control  have  failed,  and  further  delay  means  the 
death  of  both  mother  and  fetus;  (2)  severe  kidney  breakdowc, 
in  early  pregnancy,  most  likely  due  to  a  pre-e.xisting  nephriii^ 
(,}>  placenta  previa,  V\0\  seveie  \\«a\<iTt\ia.'fef,  is^  severe  cun 
kalJlulional    discMC.,  S^^  «^«^J^^^^^^ 
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Ltening  the  life  of  the  mother;  (4)  pernicious  anemia, 
wise  never  to  induce  abortion  without  a  consultation,  so 
the  responsibility  may  be  shared  and  criticism  avoided. 
(chnic  of  Operation. — ^The  method  of  operation  varies  with 
date  of  pregnancy.    The  administration  of  abort  if  acient 


;.     196. — B.     C.    Hirst's 
le    tenacula    for    the 


Fk;.  197.  —Emmet's  caret  forceps. 


•c. 


s,  like  tansy,  pennyroyal,  etc.,  is  of  no  value.  All  these 
s  are  active  poisons,  and  if  given  in  large  doses  cause  a 
re  and  sometimes  fatal  gastro-enteritis  and  toxic  nephritis. 
tritt  is  useless. 
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Up  to  ibe  ihird,  or  possibly  the  fourth,  month  of  gestat 
the  technic  is  as  follows: 

I.  The  patient  is  shaved  and  prepared  locally  as  for 
vaginal  o|ieralicin. 

2.  A  general  anesthetic  i^ 
visable,    but   as   many   of 
patients    are    poor  surgical  : 
local  anesthesia  may  be  requii 
^  The    patient    is  arranged 
the  dorsal  position  on  an  oper- 
ating or  kitchen  table,  and  not  in 
bed. 

4.  The  anterior  lip  of  the 
cervbc  is  caught  with  a  double 
tenaculum,  and  the  tenaculum  i^ 
held  by  an  assistant, 

5.  With  branched  dilators,  ik 
cervical  canal  is  dilated  to  about 
one  and  a  quarter  inches  trans- 
verse diameter,  or  about  the  sim 
of  the  Ihumb. 

6.  An  Emmet  curcttement  for- 
ceps is  inserted  in  the  uterus,  lit 
ovum  broken  up  and  whatever 
portions  can  be  easily  remo\t'i 
are  pulled  out.  This  step  shoul: 
cease  as  soon  as  the  bleeding )» 
comes  free. 

7.  The  uterus  is  washed  oui 
with  sterile  water,  through  .. 
Bozemann  two-way  uterine 
douche- nozzle. 

8.  The  uterus  and  ^■agina  are  packed  with  sterile  or  iodoform 
gauze. 

9.  The  patient  is  tclunied  va  \it4, 

10.  Twenty-four  hours  \a.v«  vVe  v'^'aew.'w,  wgi\R.  igaiaA.**. 
the  operating  table,  wit\iouv  aT.e&*«K^.   "Wt    ""  - 


Fic.  iq8.— Ovum  [orte 
t>e  used  when  the  rmbryo  1 
large  la  be  broken  up   ; 
with    the    Emmet 
forceps:  they  require  < 
able  dilatation  of  the 
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moved.  The  anterior  lip  of  the  cervix  is  caught  with  a  double 
tenaculum.  The  remains  of  the  ovum  are  removed  from  the 
uterine  cavity  with  Emmet  curettement  forceps,  and  the 
uterus  washed  out. 

11.  Repacking  is  not  necessary,  nor  is  curettement  needed 
to  remove  the  decidua. 

12.  The  patient  is  kept  in  bed  for  seven  to  ten  days.  It  is 
not  possible  to  evacuate  the  uterus  at  one  sitting,  without  an 
unjustifiable  loss  of  blood.  These  patients  are  usually  bad 
surgical  subjects,  and  the  less  prolonged  the  operation  the 
better. 

Local  Anesthesia. — Unless  the  patient  is  unruly,  the  opera- 
tion can  be  performed  under  local  anesthesia. 

The  solution,  used  is  i  -400  novo-  _.•••--. 

cain  solution,  with  ten  drops  of 
i-iooo  adrenalin  solution  to  each 
fluid  ounce  of  the  mixture.  A 
syringe  of  10  mil  capacity  is  most 
convenient,  and  the  points  of  in- 
jection are:  (i)  Directly  anterior 
to  the  cervix,  at  the  junction  of 
the  vaginal  mucosa;  (2)  directly 
posterior  to  the  cervix;  (3)  to  each 
side  of  the  cervix,  in  the  lateral 
vaginal  vaults;  (4)  if  the  cervix  be 
considered  as  a  clock  face,  straight 
into  the  cervical  muscle  at  three 
and  nine  o'clock,  parallel  to  the 
cervical  canal. 

The  solution  is  practically  non- 
toxic, and   large  amounts  can  be 
used    with  impunity.     When  no- 
vocain cannot   be  secured,  /3-eucain  4  per  cent,  or  cocain 
2  per  cent,  will  be  satisfactory,  but  must  be  used  sparingly. 

Packing. — ^The  most  convenient  packing  is  made  from  a  six- 
Inch  gauze  bandage^  six  yards  long.    TW  baxiA^.^'^K'^i  \c\^^^ 
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Pig.  199.  —  Points  ol  en- 
trance of  the  needle  in  infil- 
tration of  the  cervix  in  local 
anesthesia  by  novocain  or  other 
solutions,  preliminary  to  dilata- 
tion or  anterior  vaginal  hystcr- 
otcmy.  a.  The  cervix;  b,  an- 
terior infiltration  under  the 
bladder;  c,  c,  lateral  infiltra- 
tion; d.  d,  infiltration  of  the 
cervical  muscle,  parallel  to  the 
cervical  canal;  e,  posterior 
infiltration.  The  crosses  arc 
the  points  of  insertion  of  the 
needle. 
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from  each  edge  lo  ihc  middle  and  then  down  the  n 
thus  giving  four  layers  thick,  one  and  one-half  inches  q 
no  free  rax'eling  edge.  The  six  yards  of  packing  ax 
in  a  glass  tube  or  jar,  autoclave  sterilized,  and  used 
from  the  tube  or  jar.  Plain  gauze  is  satisfactory  a) 
cheaper  than  iodoform. 

After-treatment  is  that  of  any  plastic  opwralion. 
in  bed  seven  lo  len  clays;  (2)  light  diet;  (j)  bowels  | 


^^^cal 


forty-eight  hours  by  magnesium  citrate  six  lo  twelv^ 
and  thereafter  daily  laxative  if  needed;  (4)  vaginal  d 
sterile  water  daily  after  the  third  day. 

Complications  are   (i)  Hemorrhage;   {2)  septic   ij 
(3)  perforation  of  the  uterus. 

Hemorrhage  is  not  likely  to  be  severe  and  can  be  a 
at  any  time  by  uterine  packing. 

Septic   infection   is  nnt  hkely  unless  the  case  i 
infected,  or  portions  of  the  ovum  left  behind.    ThaJ 
c/eaned  out,  and  doucWA  Aa!\\Y, 

treatment  o(  puctpeiB.\  ?ftY>^Ss. 
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Perforation  of  the  uterus  is  not  likely  unless  an  attempt  be 
made  to  evacuate  the  uterus,  with  the  patient  in  bed;  or  too 
much  force  usee!  with  the  instruments.  Should  the  uterus  be 
[it'rforated  (recognized  by  ihe  placental  forceps  suddenly 
■lipliing  far  in,  with  no  resistance)  all  further  attempts  at 
Lvacuation  should  be,  tor  the  present,  discontinued.  The 
uterus  is  packed,  the  posterior  vaginal  vault  opened  into  the 
pouch  of  Douglas  and  packed;  the  patient  put  to  bed  in  the 
Powler  position,  and  no  attempt  made  to  remove  the  remainder 
of  the  oxTim  until  after  twenty-four  hours.  Then  the  uterus 
can  be  evacuated,  bul  twl  doaehed.  Abdominal  section  is 
unnecessary,  if  this  plan  be  followed. 

The  method  of  induction  of  abortion  described  above  is  not 
^Mwsiblc,  after  ihe  fourth  month,  because  the  fetus  is  then  too 
resistant  to  be  broken  up  easily.  If  pregnancy  must  be  termi- 
nated between  the  fourth  and  sixth  months,  two  plans  are  open: 
(i)  One  of  the  methods  of  inducing  labor;  (2)  anterior  vaginal 
hysterotomy  (usually  miscalled  vaginal  cesarean  section). 
Both  these  will  be  described  undur  their  proper  headings, 

INDUCTION  OF  LABOR 

The  induction  of  labor  is  most  common  after  the  seventh 
nionth  of  pregnancy.  From  the  fourth  month  on,  the  same 
indications  apply  as  for  the  induction  of  abortion.  After 
the  child  becomes  viable,  the  indications  are:  (i)  Contracted 
ftelvis,  provided  the  contraction  is  not  of  sufficient  degree  to 
demand  induction  of  labor  more  than  two  or,  at  the  very  most, 
three  weeks  before  term;  (2)  to,\emia  of  pregnancy  {kidney 
insufficiency  or  premonitory  signs  of  eclampsia);  (3)  prolonga- 
tion of  pregnancy  (more  than  two  weeks  beyond  term,  provided 
the  physical  signs  point  to  maturity  of  the  child);  (4)  grave 
disease  of  the  mother  (tuberculosis  or  valvular  heart  disease 
with  broken  compensation);  (5)  habitual  death  of  the  fetus, 
shortly  before  full  term;  (6)  placenta  luievia  (liy  one  of  the 
jnetkods  described  under  the  head  ol  p\acenla  ^isi\Sa..'i 
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Methods 

I.  Drugs. — When  a  patient  is  at  or  very  near  ta 
possible  to  induce  labor  by  means  of  drugs. 

It  is  worth  a  trial,  is  efficient  in  about  60  per 
cases  and  only  at  term.     As  a  means  of  inducing  pi 
labor,  it  is  useless.     If  the  first  trial  fails,  it  is  often 
if  repeated  in  forty-eight  hours. 

Tecknic. — (i)  If  possible,  give  ten  drops  of  tinctun 
vomica  four  times  daily  for  four  days  previous  to  ) 
selected  for  induction.  (2)  On  day  selected,  gii'e  caM 
^s  every  hour  for  eight  doses.  (3)  When  last  dose  of] 
is  given,  give  one  ounce  of  castor  oil.  (4)  At  lim« 
movement  from  oil.  give  ten  grains  of  quinin.  (5) ; 
minutes  later,  give  H  mil.  of  piluilrin  hypodermicallfl 

The  method  is  not  entirely  free  from  danger,  duq 
stormy  action,  occasionally,  of  the  pituitrin,  Thiid 
never  he  given,  if  after  the  oil  and  quinin,  the  patient  h4 
to  have  labor  pains. 

II.  Krause's  Method.— Flexible  bougies  inserti 
uterus.  This  method  is  one  of  the  safest  for  tl 
practitioner,  but  is  only  about  So  per  cent.  effi< 
proper  asepsis  be  observed,  no  harm  can  l>e  di 
method  is  difficult  or  impossible  of  performance  if 
be  firmly  engaged, 

Techitk. — (i)  The  patient  is  arranged  in  the  dorsal 
on  a  table  (and  not  in  bed),  and  prepared  locally 
vaginal  oi)eration.  Careful  scrubbing  of  the  vagina  isl 
to  safety,  (i)  An  anesthetic  is  ordinarily  not  reqi 
Theanlerior  lip  of  the  cervix  is  caught  with  a  double  t« 
and  held  by  an  assistant.  (4)  The  operator  places  V 
of  his  left  hand  in  the  vagina,  and  the  lips  of  these 
the  cervix.  If  necessary,  the  required  dilatation 
secured,  almost  painlewlv,  by  branched  dilators. 
the  groove  betweei\  the  fvnv;et?.,a'(fpi.?.^4,OT*»,S.vw 
(wo  nunilter  17   (or  numWT  '>  KTO«t\can\  t 


and  wax  bougies.  They  should  go  straight  (without  coiling) 
beiween  the  membranes  and  posterior  uterine  wall,  until  only 
one  inch  is  outside  the  cervix,  (6)  The  vagina  is  packed  with 
eauze.  to  hold  the  bougies  in.     (7)  The  patient  is  put  back  to 

The  bougies  are  sterilized  in  cold  1-500  bichlorid  or  i-io  car- 
bolic or  10  per  cent,  formalin.  They  are  wrapped  in  gauze 
before  being  placed  in  the  solution,  as  they  will  float,  and  should 
Hfver  be  coiled  up.  They  cannot  be  boiled.  They  must  re- 
main in  the  solution  for  at  least  one  hour  before  being  used. 
They  should  be  limber  enough  to  bend  easily  when  tested,  but 
not  so  limp  as  to  he  difficult  of  insertion;  if  too  siiff  they  are 
liable  to  puncture  the  membranes.  It  is  common  to  have  them 
tunnel  under  the  edge  of  the  placenta,  with  fairly  free  hemor- 
rhage for  a  few  minutes.  The  bleeding  ceases  quickly  and  is  of 
no  moment.  Labor  pains  may  be  expected  in  half  an  hour  to 
twelve  hours,  Usually  pains  begin  within  four  to  six  hours, 
and  80  per  cent,  of  patients  are  delivered  within  twenty-four 
hours  from  the  time  of  induction.  The  bougies  can  be  removed 
as  soon  as  the  cervix  is  well  dilated  and  labor  firmly  estab- 
lished. If  after  twenty-four  hours,  no  labor  pains  have  been 
instituted,  it  is  wiser  to  remove  the  bougies,  dilate  the  cervix 
and  proceed  as  detailed  in  the  fifth  method,  described  below. 
The  commonest  cause  of  failure  Is  that  the  bougies  have  coiled 
in  the  cervix,  instead  of  passing  straight  up  between  the  mem- 
branes and  the  uterine  wall. 

ni.  Boiled  Rectal  Tube  Coiled  in  the  Cervix.— This  has  the 
merit  of  being  least  likely  of  all  methods  to  puncture  the  mem- 
branes, or  do  other  damage,  if  properly  used,  It  is  not  as 
efficient  as  the  bougies,  because  it  always  coils  up  in  the  cervix. 
The  method  of  procedure  is  precisely  like  that  of  the  bougies, 
except  that  the  tube  coils  in  the  cervix.  The  use  of  a  stylet, 
to  stiffen  the  tube,  is  not  safe.  The  tube  is  sterilized  by 
boiling,  and  should  preferably  be  a  new  one  for  each  case. 

IV.  Rubber  bags  (metreurynter)  inserted  in  the  cervix  and 
distended  with  sterile  water.     This  mel\wid  \&  Qt*  oV  "CwfowsA- 
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difficult  in  which  to  preserve  asepsis  in  performance,  Tbt 
insertion  of  the  bag  requires  considerable  handling,  especially 
as  they  often  slip  out  of  place  and  ha\'e  to  be  reinserted  several 
times.  The  efficiency  is  about  that  of  the  bougies  (80  pn 
I  cent).  The  bag  is  supposed  to  dilate  the  cervix  by  hydrostatic 
pressure,  and  therefore  approximate  nature's  methoi!. 
There  is  this  important  difference,  however.  In  labor  the 
pressure  of  the  amniotic  sac  is  intermittent :  the  pressure  of  ibt 
bag  is  constant  This  constant  pressure,  while  it  dilates  ilc 
cervix,  causes  it  to  become  edematous,  and  as  the  bag  onlv 
secures,  at  the  most,  two- thirds  dilatation,  the  remainder  is  done 
by  the  presenting  part,  and  almost  always  at  the  expense  ofj 
bilateral  tear  of  the  edematous  cervix. 

Of  the  various  bags  described  in  the  section  on  dilatation 
the  cervix,  only  two  are  adapted  to  induction  of  labor.  Thc- 
are  the  Voorhees  conical  bag,  and  the  B.  C.  Hirst  hour-gia-.- 
or  spool  bag.  These  bags  are  made  of  cans'as,  covered  wiih 
rubber.  They  become  hard  and  brittle  after  a  short  time, 
and  must  then  be  thrown  away.  If,  after  use,  they  anf 
dehydrated  by  filling  with  alcohol,  their  hfe  may  be  somewhat 
prolonged.  The  disadvantages  of  the  Viwrhees  bag  are  that 
it  disappears  entirely  within  the  cervix  and  often  displaces  the 
presenting  part,  which  may  not  return  to  the  superior  strait 
in  a  favorable  position;  it  also  elongates  the  cervix,  when  the 
required  traction  is  made  upon  the  filling  tube.  The  Hirst  bag 
does  not  project  far  enough  beyond  the  internal  os  to  dislodge 
the  presenting  part;  the  hour-glass  bag  is  for  the  effaced  cervix 
and  the  spool  bag  for  the  uneffaced.  The  medium  size  of 
either  bag  is  best  adapted  for  general  use. 

Technic. — (i)  The  patient  is  arranged  as  for  ajiy  vagina! 
operation,  on  a  table,  and  carefully  cleansed. 

(3)  In  primiparjB  anesthesia  is  always  required,  and  is 
desirable  in  mulliparje. 

(,l)  The  bag  is  tested,  hy  being  filled  with  sterile  water.  I' 
il  does  not  leak,  the  c\uanvv\\i  »^  •Ni\,w  Tif^Wd  completely  1 
distend  it  is  nowd.    W- '\s  x^e-cv  TO\\eASa.\v^\aMt.-KKa,,'Wv 
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rar,  grasped  in  placental  forceps,  and  lubricated  with  sterile 
vcerin. 

(4)  The  cervix  is  caught  with  a  double  tenaculum  and 
Lated  with  branched  dilators  to  about  the  size  of  three  fingers, 

7  cm.  transverse  measurement. 

(5)  Two  fingers  of  the  left  hand  are  placed  in  the  cervical 
.nal,  and  the  bag  inserted  into  the  cervix,  along  the  fingers  as  a 
lide,  by  a  rotary  motion. 

(6)  The  placental  forceps  are  removed,  and  the  bag  held  in 
le  cervix  between  the  two  fingers. 

(7)  An  assistant,  with  a  metal  piston  syringe,  fills  the  bag 
ith  as  nearly  as  possible  the  previously  determined  quantity 

•  sterile  water.     Air  should  never  be  used. 

(8)  A  hemostat  is  clamped  on  the  tube,  two  knots  are  tied 
ghtly  in  the  tube,  about  three  inches  apart  and  the  hemostat 
jmoved. 

(9)  With  the  Voorhees  bag,  the  tube  is  left  outside,  and  the 
urse  instructed  to  pull  gently  on  it,  for  one  minute,  every 
fteen  minutes,  until  the  bag  slips  through  the  cervix.  With 
le  Hirst  bag,  the  tube  is  tucked  in  the  vagina,  and  held  in  by 
Peking. 

(10)  The  patient  must  remain  in  bed. 
The  bags  are  sterilized  by  boiling. 

The  Voorhees  bag,  when  inserted,  disappears  above  the 
itemal  os.  It  always  dislodges  the  presenting  part,  and  may 
luse  serious  dystocia  by  transforming  a  vertex  presentation 
ito  a  face  or  a  shoulder. 

The  Hirst  hour-glass  bag  is  inserted  so  that  the  constriction 

•  the  bag  corresponds  to  the  external  os,  when  the  cervix  is 
faced.  If  the  cervix  is  not  effaced,  the  spool  bag  must  be 
>ed,  the  shank  of  the  spool  corresponding  to  the  cervical  canal. 
:  will  be  found  necessary  to  add  water  to  the  Hirst  bags  about 
/ery  half  hour,  as  the  yielding  cervix  permits  more  pressure. 
he  bag  should  be  kept  fairly  tense,  and  removed  after  four 
ours.  By  this  time  everything  possible  in  the  way  of  dilata- 
on  will  have  been  accomplished,  and  univecess^x^  ^^'ewvac  <c^. 
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the  cenix  avoided.     In  fact,  labor  pains  often  begin  as 
as  the  bag  is  mnoved. 

V.  Dtbttatkmof  the  Cervix,  Booties  and  Bag. —This  b  I 
most  certain  and  rapidly  effective  of  all  the  methods.  It 
also  a  fomuj  operation  and  presupposes  skill  in  the  handling! 
instruments,  and  proper  equipnicnt.  About  98  per  cent. 
patiienu  are  delivered  within  eighteen  hours. 

Technu.—d)  The  patienl  is  arranged  in  the  dorsal  position, 
carefully  cleansed,  and  d/itwyi  anesthetized. 

(2)  The  anterior  Up  of  the  ccrxix  is  caught  with  a  doubt 
tenaculum. 

(3)  By  branched  dilators,  the  cervix  is  dilated  to  a  transvenc 
measurement  of  7  cju. 

(4)  Two  sterile  bougies  are  inserted,  in  the  manner  alreaiiv 
described. 

(5)  A  Hirst  hour-glass  or  spool  bag  is  inserted  in  the  manner 
already  describerl. 

<6)  The  vagina  is  packed  with  gauze  and  the  patieni  re- 
turned to  bed.  The  bag  is  removed  in  four  hour^  and  tht 
vaginal  packing  changed.  The  bougies  are  left  in  .until  labov 
is  firmly  established. 

■^I-  Paddog  cervix  wifli  gauze  is  often  done,  but  is  not  n 
etticieni  as  any  of  the  other  mclhods.     Pains  do  not  usu;i: 

0^"^  ""'''  ^***^''  ^"''■'''^  *'*'"'^-  ^"'^  ^^^  method  is  effccli 
on>  ai  term,  with  labor  immment.  The  gauze  is  pad 
Td'^r  st  '*  ^«^  «rx-ix  and  tightly  in  the  cervix  and  va;;:^ 
s  net  aseptic  precautions,  and  removed  when  bi" 
STL^'"  T"  ^^^blished.  If,  after  a  trial  of  these  method^ 
is  such  tli,  f  """^  ^*"  ■"*  ^^^  "'  ^  ^«  mother's  condiiii 
of  accnn.i,     ^^^^^^  ^t^lay  is  inadvisable,  the  following  dkHio^ 

I       (»)  Dilatat-^"  °*  ^^^  ^^^'''^^  *^^  forceps  extraction. 
^^BRii-      M\"  tV       ^^*^^^^^^^  *^4  V>werful)  and  forcq- 
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Topriale  headings.  None  of  the  above-described  methods 
X't  available  in  placenta  prx'via.  The  technit  of  induction 
•M  labor  in  this  complication  is  described  in  the  chapter 
'»  hemorrhage  due  to  placenta  prjevia. 

fc-RTmCIAL    DILATATION    OF    THE    PARTURIENT    CERVK 

Indications. — (i)  Rigidity  of  the  cervix. 

(a)  Any  complication  requiring  rapid  delivery. 

(3)  As  a  step  in  the  induction  of  labor. 

In  this  operation  great  damage  may  be  done.  It  is  necessary 
K  choose  a  meLbod  with  a  minimum  of  danger  of  laceration, 
:»r  in  the  more  violent  methods,  to  avoid  laceration  if  possible. 
A  lacerated  cervix  opens  an  avenue  of  infection  into  the  bases 
of  the  broad  ligaments,  and  severe  or  fatal  sepsis  may  result. 
Ibe  danger  of  laceration  is  greatest  when  the  cervix  is  not 
effaced,  and  the  more  complete  the  efTacement  of  the  cervix, 
'Jie  easier  and  more  complete  is  the  dilatation  obtained. 

Methods 

I.  Branched  or  Metal  Dilators,^(a)  Hegar's  bougies  are  a 
^t  of  metal  bougies  varying  from  the  size  of  a  lead-pencil  to 
■tat  of  the  middle  of  the  forearm.  They  are  inserted  into  the 
*rvix  one  after  the  other,  in  successive  sizes,  until  the  desired 
'Cgree  of  dilatation  is  reached.  The  cervix  is  caught  with  a 
■ouble  tenaculum  and  held  by  an  assistant.  The  armamen- 
tarium is  clumsy,  heavy,  hard  to  transport,  and  the  method 
i^s  nothing  to  recommend  it  over  others  to  be  described. 

(6)  Two-bladed  Branched  Dilators. — The  original  Gau  dilator 
•as  Ijeen  modified  by  R.  C.  Norris,  and  later  by  the  author. 
^Tie  instrument  has  blades  long  enough  to  reach  through 
■Imost  any  cervix,  even  if  not  effaced,  and  the  dilating  force 
i  evenly  applied  by  a  wheel-and-screw  thread.  It  has  a 
Qaximum  separation  of  the  blades  of  7.5  cm.,  which  is  the 
Imit  of  safe  dilatation  with  a  two-bladed  dilator.  In  a  pri- 
tiq>ara,  an  anesthetic  is  required,  in  a  multipara  none  is 
heeded. 
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Technic. — (i)  The  patient  is  arranged  in  the  dorsal  p 
and  the  vagina  carefully  cleansed, 

(2)  The  anterior  lip  of  the  cervix  is  caught  with  a.  ^ 
tenaculum  and  held  by  au  assistant. 

(3)  The  dilator  is  inserted  beyond  the  internal  os  a 
blades  slowly  separated  by  the  screw-wheel.     About  { 


i 


minutes  are  required  safely  to  dilate  the  cervix  in  a  prii 
to  thefullextent  of  7.5cm.;about  half  this  time  in  a  mult| 
(4)  When  the  full  dilatation  is  reached,  the  dilator  | 
lapsed  and  removed.     If  further  dilatation  is  required  ai 
it  is  best  secured  by  ot\c  ul  \.\ie  U-^drostatic  metbods,  1 
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lion  beyond  7.5  cm.  with  the  branched  dilators  is  sure  to  result 
in  severe  laceration,  particularly  if  the  cervix  is  not  effaced, 
(f)  Four-hladed  branched  dilators  are  all  powerful  instru- 
ments, and  should  be  used  only  with  caution.  Any  greater 
dilatation  than  5  cm.  is  sure  to  be  followed  by  extensive  lacer- 
ations. All  these  four-bladed  dilators  are  capable  of  securing 
a  dilatation  of  10  or  11  cm.,  but  this  is  only  done  with  serious 
injury  to  the  mother,  even  if  the  cervix  be  effaced.  The  best 
known  are  the  Bossi  and  the  Dewees.  The  latter  is  the  less 
dangerous  of  the  two,  as  its  blades  are  broader  and  free  from 
the  knife  edge  flare  of  the  Bossi  blades. 


O 


Fig.  202. — Actual  caliber  of  the  smallest  and  one  of  the  larger  Ilegar 
bougies,  showing  the  amount  of  dilatation  procurable.  {American  Text- 
book of  Obstetrics.) 

The  technic  is  the  same  as  the  two-bladed  dilator;  but  the 
instrument  is  incomparably  more  powerful,  and  much  more 
dangerous.  Nothing  is  gained  by  using  the  more  complicated 
multiple  bladed  dilators,  as  the  danger  of  laceration  is  not 
diminished  by  the  many  extra  points  of  contact.  It  is  safe 
to  dilate,  to  7.5  cm.  with  a  two-bladed  and  5  cm.  with  a 
four-bladed  dilator,  provided  the  dilatation  is  done  slowly. 
Beyond  these  h'mits,  severe  lacerations  are  certain. 

II.  Manual  methods  are  very  hard  physical  work,  unless 
the  cervix  is  effaced,  soft  and  already  ia\t\^  ^^  ^^viX'^vi. 

23 
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Unless  the  cervix  is  effaced,  satisfactory  manual  dila 
is  almost  impossible. 
Inilirations. — (i)  Placenta  praevia,  as  a  step  in  ilelivi 

podalic  version. 


Flc.   303. — Author's  dilator,  closed  and  open.      Il  isdesisncd  li 
Iran s verse  dilatation  of  7.5  cm.,  tht  limit  of  safety.    The  shank  of  Ihc  terto 
wheel  shows  the  amount  ol  separation  of  the  blades. 

(a)  Any  need  for  rapid  delivery,  after  the  cervix  is  cffa 
I  the  OS  alrt'ady  fairly  well  dilated. 
Ceti/ra-itidications. — OidmaTW-j ,   iK^A   eervix,    where 
\jreedom  from  injury  depeivds  on  ^Viitgi  mg^aifea  <&.  <aaftato»}. 
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le  manual  methods  are  rapid,  and  to  be  used  only  when  time 
a  factor  and  speed  in  dilatation  is  essential. 
Methods, — i.  Harris  method  where  one  hand  only  is  used, 
his  is  the  method  to  be  chosen  in  placenta  praevia,  or  other 
dication  for  podalic  version. 

Technic, — (i)  The  patient  is  in  the  dorsal  position,  carefully 
eansed  and  anesthetized. 

(2)  The  entire  hand  is  inserted  in  the  vagina. 

(3)  The  thuinb  and  forefinger  are  inserted  in  the  cervical 
mal,  separated  enough  to  introduce  the  third  finger;  then  the 
)urth  and  finally  the  little  finger. 

(4)  The  stretching  of  the  cervix  is  then  finished  over  the 
nuckles.  The  method  is  a  powerful  one,  likely  to  be  followed 
y  laceration. 

2.  The  Edgar  method  is  the  better,  except  in  placenta  prsevia, 
^here  the  hand  of  the  Harris  method  acts  as  a  sort  of  tampon 
3  minimize  the  bleeding.  The  Edgar  method  is  a  powerful 
tie,  the  cervix  can  be  rapidly  dilated  but  it  is  much  more  efii- 
ent  if  the  cervix  be  effaced. 

Technic. — (i)  The  [latient  is  in  the  dorsal  position,  carefully 
eansed  and  anesthetized. 

(2)  Two  fingers  of  the  right  hand,  with  the  back  of  hand  up, 
-e  inserted  in  the  vagina,  hooked  in  the  cervix  posteriorly 
Lt  six  o'clock  on  the  clock  face)  and  the  cervix  pulled  down. 

(3)  Two  fingers  of  the  left  hand,  with  back  of  hand  down, 
re  inserted  and  hooked  in  the  cervix  anteriorly  (at  twelve 
clock  on  the  clock  face). 

(4)  By  using  the  wrists  and  back  of  hands  as  a  fulcrum,  the 
;rvix  is  dilated  with  the  fingers,  making  pressure  first  at 
X  and  twelve  o'clock,  and  then  at  three  and  nine  o'clock. 
iter  the  cervix  is  half  dilated,  pressure  can  only  be  made 
nteroposteriorly,  as  if  it  is  attempted  to  make  pressure 
Lterally,  the  fingers  wiU  slip  out  of  the  cervix. 

Lacerations  are  common,  but  on  the  whole,  this  is  the  quick- 
5t  method  of  dilating  the  cervix,  with  a  minimum  of  injury, 
rovided  the  cervix  is  effaced.     In  bot\\  lY\e?>^  tv\^\}cvo^%  \^'i\^\s^ 
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more  risk  of  infection  than  with  branched  dilators,  unless  rigid 
asepsis  be  observed.  They  involve  considerable  handling,  but 
are  very   efficient. 

III.  Packing  the  cervix  with  gauze,  so  that  labor  pains  m3> 
come  on  and  soften  and  efface  the  cervLx,  as  a  preliminan  i 
more  rapid  dilatation  is  only  useful  when  the  cervix  is  so  ri- 
thai  any  attempt  to  dilaleit  would  be  sure  to  cause  laceratioii- 
The  method  can  only  be  used  when  the  necessary  time  can 
be  allowed  (ii  to  iS  hours  at  least),  for  pains  to  come  on  ami 
eflect  the  desired  effacement. 

IV.  Hydrostatic  Methods. — The  use  of  a  dilatable  rubbtr 
bag,  distended  with  water  under  pressure,  would  seem  ai  fin^i 
the  ideal  way  to  dilate  the  cervix.     Theoretically,  it  apprrai- 
mates  more  closely  than  any  other,  the  natural  method,  wiili 
the  amniotic  sac.     Practically  it  has  disadvantages:  (i)  Tlit 
pressure  is  constant,  instead  of  intermittent,  and  the  cer\»ii 
always  made  edematous,  so  that  the  final  one-third  of  thr 
dilatation  is  done  at  the  expense  of  tearing;  (z)  the  bags  require  | 
considerable  handling  to  insert  them,  with  the  attendant  risk  I 
of  septic  infection;  (3)  they  are  liable  to  slip  out  of  the  cer.Ti. 
and  require  repeated  reinsertion;  (4)  they  are  prone  to  leak  and  j 
thus  become  useless;  (5)   those  that  extend  into  the  uteriBJ 
like  the  Voorhees,  tend  to  displace  the  presenting  part  S 
cause  serious  errors  of  presentation;  (6)  if  left  in  place  s 
hours,    they    become    foul,    and    therefore  dangerous. 
use  is  indicated  where  there  is  need  for  fairly  rapid,  eveol 
dilatation  of  the  cervix,  but  where  immediate  delivery  it 
essential. 

All  bags  are  sterilized  by  boiling,  tested  before  use  lo  detcc' 
leaks,  their  capacity  is  noted,  and  they  are  rolled  on  their  Iw'i-' 
axes  and  lubricated  with  sterile  glycerin,  and  inserted  in  1*"^  ' 
cervix  held  in  the  grasp  of  a  pair  of  placental  or  Champelitf  j| 
Rtbes  forceps. 
All  patients  are  in  the  dorsal  position  and  cleansed  with  d 
Anesthesia  is  necessary  in  all  primiparie,  and  not  ■ 
Tule  in  DiulliparE.     The  teT\\xm\isV\niTa.\>M^UY  o 
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dilated  to  admit  about  tlirec  fingers,  before  the  bag  can  be  in- 
serted. The  bag  is  inserted  by  putting  two  fingers  of  the  left 
hand  in  the  cervix  (steadied  by  a  double  tenaculum  in  the 
hands  of  an  assistant),  and  the  bag,  grasped  in  placental  for- 
ceps, screwed  rather  than  pushed  in  the  cervix.  The  placental 
forceps  are  removed,  the  bag  held  in  place  between  the  two 
fingers  in  the  cervix,  while  being  filled.  Sterile  water  is  used 
to  fill  them,  never  air.  The  filling  syringe  is  best  a  metal  piston 
syringe,  with  a  capacity  of  150  mils. 

These  points  apply  to  all  bags  and  are  stated  here  to  avoid 
repetition. 

Technic. — i.  Barnes  or  violinshaped  hag  is  now  practically 
obsolete.  It  is  inserted  so  that  the  external  os  corresponds  to 
the  indentation  on  the  side  of  the  bag. 

2.  Voorhees  conical  bag  is  used  mostly  in  the  induction  of 
labor.    The  medium  size  is  the  most  useful. 

(i)  The  cervix  is  grasped  with  a  double  tenaculum  and  held 
by  an  assistant. 

(2)  The  bag  is  inserted  in  the  cervix,  and  held  in  place  with 
the  fingers  until  too  well  distended  to  slip  out.  It  is  filled 
fairly  tense  with  sterile  water  or  lysol  solution  {never  air)  and 
two  knots  are  tied  in  the  tube,  one  inch  apart,  to  hold  the  water 
in.     Water  will  leak  past  a  single  knot. 

(3)  The  vagina  is  packed  with  gauze  around  the  tu})e,  but 
the  tube  itself  hangs  outside  the  vulva. 

(4)  The  patient  is  put  back  to  bed  and  the  nurse  instructed 
to  pull  on  the  tube  for  one  minute  every  ten  minutes  until  it 
comes  through  the  cervix,  when  it  is  allowed  to  collapse  and  is 
removed.  This  traction  tends  to  elongate  the  cervix,  instead 
of  effacing  it,  and  the  method  has  the  danger  of  laceration 
common  to  all  bags. 

3.  Hirst  hour-glass  or  spool  bags  are  the  best  of  all  the  bags 
for  moderate  dilatation.  The  hour-glass  bag  is  used  when  the 
cervix  is  effaced,  the  spool  bag  when  it  is  not  effaced.  The 
medium  size,  with  a  transverse  diameter  of  three  inches,  is  the 
best  for  general  use.     The  method  oi  *Yt\set\\oTi  *Yt»  N^-dX  '^V  n^^ 
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Voorhees  bag,  but  this  bag  does  not  disappear  inside  the  cervix, 
and  the  uterine  portion  does  not  project  far  enough  into  the 
uterine  cavity  seriously  to  affect  the  position  of  the  presenting 
part.  It  is  inserted  so  that  the  external  os  corresponds  to  the 
constriction  in  the  hour-glass  bag,  or  the  cervical  canal  to 
the  shank  of  the  spool  in  the  spool-shaped  bag.  It  is  filled 
with  water  until  tense,  and  extra  water  must  be  added  every 
half  hour.  This  can  be  avoided  by  attaching  the  bag  to  a  water 
bottle  and  this  in  turn  to  a  blood-pressure  apparatus.  The  pres- 
sure in  this  case  is  kept  at  i8o  m.m.;  and  in  either  case  the  bag 
is  removed  in  four  to  six  hours.  Its  only  disadvantage  is  that 
it  slips  out  of  the  cerv^ix  rather  easily  and  must  be  watched, 
and  it  shares,  with  all  the  bags,  the  danger  of  laceration  during 
the  completion  of  the  dilatation. 

4.  The  Tamier  balloon  and  the  Braun  metreurynter  are 
spherical,  and  more  used  for  making  pressure  in  the  vagina 
in  cases  of  prolapsed  cord,  while  waiting  for  normal  dilatation 
of  the  cervix,  than  as  cervical  dilators.  When  used  for  the 
latter  purpose,  they  slip  entirely  inside  the  cervix,  dislodge  the 
presenting  part  far  more  than  the  Voorhees  bag,  and  have  no 
superior  dilating  power. 

5.  Ckampetier  de  Ribes  bag  is  an  enormous  conical  bag, 
with  a  limit  of  dilatation  greater  than  the  normal  complete 
dilatation.  It  is  inserted  in  the  cervix,  fullv  distended  with 
water,  and  then  gradually  pulled  through  the  cervix.  It  has 
no  advantage  over  the  lighter  Voorhees  bag,  which  was  mod- 
eled on  it,  and  has  the  disadvantage  of  excessive'  size. 

6.  The  Pomeroy  bag  is  a  large  double  bag,  consisting  of  a 
cervical  and  vaginal  portion,  and  designed  to  dilate  the  entire 
genital  canal,  from  internal  os  to  vulva.  It  is  inserted  in  the 
cervix,  and  held  in  place  while  the  cervical  (upper)  bag  is 
filled  to  hold  it  in  place.  The  larger  vaginal  bag  is  then 
filled,  and  both  outlet  tubes  clamped  with  hemostats.  In 
twenty  to  thirty  minutes,  if  extra  water  be  added  to  keep  up 
the  tension  as  the  cervix  yields,  the  cervix  can  be  completely 
dilated  and  the  child  extracted  with  iotee\^%»  ox  V>\-  \vi\s\wv. 
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It  is  a  very  powerful  instrument,  can  inflict  extensJve  lac 
tions,  and  its  use  should  be  confined  to  raultiparie  i 
effaced  cervix,  and  preferably  in  a  breech  presentation. 
primiparE  the  danger  of  lacerations  is  too  great  to  jus 
its  use,  except  in  emergencies. 

Afler-care  of  Bags. — After  use,  the  bags  should  be  washed 
with  soap  and  water,  the  cavity  rinsed  out  with  plain  water, 
followed  by  alcohol.  The  outside  of  the  bag  is  dried  and  pow- 
dered. They  are  kept  in  boxes  in  an  even  cold  temperature 
By  this  their  life  may  be  prolonged,  but,  at  best,  they  must 
be  discarded  after  six  or  eight  months.  They  cannot  be 
repaired,  once  they  begin  to  leak  or  crack. 

V.  Forceps. — To  put  forceps  on  the  child's  head,  through  a 
partly  dilated  cervix,  and  by  traction  on  the  head  corapiiic 
the  dilatation  is  bad  obstetrics.  The  only  juslilication  i- 
when  there  is  urgent  need  for  immediate  delivery-,  as  in  fail- 
ing compensation  or  acute  dilatation  of  the  heart.  It  i- 
frequently  necessary,  however,  to  apply  forceps,  when 
cervix  is  three-quarters  dilated  and  well  eftaced.  Here  the  | 
head  should  be  held  steady  and  the  cervix  pushed  back  o 
it.  The  only  difficulty  will  be  with  the  anterior  lip,  \ 
should  be  cut  if  it  does  not  yield  easily.  This  method  is™ 
much  safer  for  the  child,  than  to  effect  the  dilatation  solely 
by  traction. 

VI.  Incision  of  the  cervix  is  indicated  when:  (i)  e-Uremc 
rigidity;  (i)  urgent  need  for  Rapid  delivery. 

Methods. — (i)  Anterior  vagina!  hysterotomy  (vaginal  cesa- 
rean section),  described  in  its  proper  place;  (2)  Duhrssen's 
multiple  incisions;  (,})  single  incision  of  the  edematous  anterior 
cervical  lip,  which  does  not  yield  easily,  though  dilatation  be 
rather  far  advanced.  Duhrssen's  incisions  are  made  up  to 
the  vaginal  vault,  with  blunt-pointed  scissors.  Bandage 
scissors  are  very  useful  for  the  purpose.  If  the  cervix  be  con- 
sidered as  a  clock  face,  the  incisions  are  at  two.  four,  eight  and 
ten  o'clock.  The  chi\(\  Is  exlvaeted  by  forceps  (version  is 
always  risky  unless  the  eav\i\«.  Ixit'j  ^^s^^uA^ilMb's^iKKftau 
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sxpressed.  Bleeding  is  usually  profuse,  but  can  be  controlled 
by  one  stitch  at  the  upper  angle  of  each  cut,  but  unless  the 
E>atient's  condition  forbids  it,  complete  suture  of  the  wounds 
is  ads'isable,  using  interrupted  sutures  of  number  3  forty-day 
chromic  catgut. 

The  condition  of  the  cervix  governs  largely  the  choice  of 
methods  of  delivery,  and  the  choice  of  the  proper  method 
requires  considerable  skill  and  experience.  Theslower  methods 
are  always  safer,  provided  the  condition  of  the  patient  permits 
the  necessary  delay. 

THE  FORCEPS 

Historical. —The  invention  of  the  obstetric  forceps  is 
generally  credited  to  Peter  Chaniberlen,  and  the  date  about 


I 


»6i6.  The  instrument  was  kept  as  a  family  secret  in  the 
Chamberlen  family,  and  four  different  models  finally  foimd 
in  the  Chamberlen  house  in  Essex,  in  1813.  About  1750, 
Sroellie  in  England  and  Levret  in  France  independently  de- 
vised a  similar  instrument.  The  Simpson  forceps  in  use  today 
is  a  direct  descendant  of  Smellie's;  the  Hodge  forceps,  from 
l^vreL's. 
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The  forceps  consist?  of  two  blades,  called  right  and 
referring  to  their  position  in  the  maiemal  pelvis.     Each 
has  a  handle  and  attached  linger  piece  for  traction, 
blades  are  fenestrated.     The  instrument  has  a  cephalic  cur\i 
lo  fit  the  sides  of  the  child's  head,  and  a  pelvic  curve,  '■ 
fit  the  curve  of  the  sacrum. 

The  best  forceps  for  general  use  is  the  SiII^>sOIl.    This  c.i 
be  used  at  any  point  in  (he  pelvic  canal.     For  the  pelvic  ouili 
where  a  very  light  forceps  answers  every  need,   ihe  Hale- 
Sawyer  is  most  useful.     For  application  of  the  axis-tract 
principle,  the  best  is  the  Dewees  axis-traction  forceps. 


'H 
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three  answer  every  requirement  for  any  point  of  appticatinn.  I 

Functions  of  the  Forceps.— (i)  As  a  tractor,  its  chief  fun.    ' 

tion.  I 

(2)  As  a  rotator,  dangerous  to  the  maternal  soft  parts  I 
unless  the  head  is  on  the  perineum  and  under  the  pubic  arch.  I 
It  is  not  justifiable  to  rotate  the  head  with  forceps  until  ii  ] 
has  reached  this  position. 

(3)  As  a  lever,  a  use  not  justifiable.  Pendulum  motion 
the  head  does  not  occur  in  the  normal  mechanism  of  labor,  a; 
the  head  should  not  be  wrenched  from  side  to  side  with  forc>|' 

(4)  As  o  Compressor. — ^  tw^.^ivR  Mciovint  of  compression  ■ 
inevitable  in  evety  feteeps.  A^Xw^rj.  \'^>a.TtteatKj^\^^'m^ 
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mm  by  a  folded  towel  placed  between  the  forceps  handles. 
deliberate  compression  to  reduce  the  bulk  of  the  head  is  onh- 
one  at  a  great  risk  of  cerebral  hemorrhage  or  fracture  of 
le  skull. 

Position  of  Application.— (i)  To  the  ''floating  head,'  when 
be  head  is  not  yet  engaged  in  the  pelvic  inlet;  Except  in 
ases  urgently  needing  delivery  and  as  a  sequel  to  artificial 
lilatation  of  the  cervix,  this  position  of  application  should 
lever  be  considered. 

(2)  High  ap plication f  where  the  head  has  engaged  in  the 
)elvis  but  is  not  yet  past  the  superior  strait. 

(3)  Midplane  application,  where  the  head  has  passed  about 
Wf  way  between  the  pelvic  inlet  and  outlet.  This  is  the  most 
requent  application. 

(4)  Low  or  outlet  applicatiofi,  where  the  head  is  on  the  peri- 
eum  and  at  the  pelvic  outlet. 

Indications  for  Forceps. — (i)  Uterine  inertia;  (2)  rigid 
irineura;  (3)  moderate  contraction  of  the  pelvis,  where 
ilivery  is  possible;  (4)  moderate  overgrowth  of  child,  where 
*livery  is  possible;  (5)  any  condition  requiring  rapid  delivery, 
here  the  cervical  dilatation  is  sufficient;  (6)  where  the  child's 
^rt  sounds  become  progressively  slower.  Good  general 
des  are  the  following:  (i)  Where  with  fairly  active  pains, 
•ogress  ceases  in  the  second  stage  of  labor,  for  over  two 
>urs;  (2)  where  the  child's  heart  reaches  no  or  less,  at  two 
timations  several  minutes  apart,  and  not  during  a  pain;  (3) 
ly  complication  in  the  second  stage  of  labor,  threatening 
le  life  of  either  mother  or  child,  and  demanding  prompt 
jlivery. 

Contra-indications  are  just  as  important  as,  or  even  more 
ipoEtant  than,  the  indications. 

(i)  The  cervix  must  be  completely  dilated,  or  so  nearly  so 
lat  the  completion  of  dilatation  offers  no  difficulty.  There 
no  better  way  of  causing  severe  lacerations,  with  subsequent 
^tocele  and  prolapse  of  the  uterus,  than  traction  with  forceps 
plied  through  a  partisiUy  dilated  cervix. 
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(2)  The   membranes    must   lie    ru]>lored. 

(3)  The  head  musl  be  engaged  in  the  pelvis.  There  are 
exceptions  to  this,  notably  placenta  pra;via,  when  the  head 
can  be  pulled  down  to  act  as  a  tampon  to  check  thi> 
bleeding. 

(4)  There  musl  not  be  impossible  disproportion  between  llit 
head  and  the  pelvic  cavity. 

(s)  Forceps  musl  not  be  used  where  there  is  an  irapofsll 
presentation,  such  as  face  or  brow  presentation  with  ihe  chn 
posterior. 

(6)  The  forceps  musl  not  be  used  in  hydrocephalus. 

(7)  A  dead  child  should  not  be  delivered  with  forceps. 
Craniotomy  is  belter  for  the  molher.  But  in  all  cases  of 
doubt,  use  the  forceps. 

Conditions  for  the  Use  of  the  Forceps. — (i)  Delivery  musl 
be  possible,  and  not  obstructed  by  too  great  a  disproportioo 
between  the  child's  head  and  the  pelvic  canal,  nor  by  an  im- 
possible presentation, 

(2)  If  possible,  an  accurate  diagnosis  of  the  position  of  tie 
head  must  be  made,  by  noting  the  relation  of  the  sagiiul 
suture  to  the  oblique  diameters  of  the  pelvis,  and  the  position 
of  the  anterior  and  posterior  fontanels.  In  case  of  doubt, 
feeling  for  the  child's  ear  often  clears  up  the  diagnosis  of 
position. 

(3)  The  cervix  must  be  completely  dilated,  or  very  neatly 

(4)  The  membranes  must  be  ruptured. 

(5)  The  bladder  must  be  empty. 

(6)  The  forceps  must  be  applied  according  to  the  diagnoas 
of  position. 

(7)  In  cases  of  contracted  pelvis,  the  forceps  may  be  uscri  :i- 
a  test  instrument,  to  see  it  the  head  can  come  through. 

Methods  of  Application. — (i)  Cephalic — to  the  sides  of  i'- 
child's  head,  after  an  accurate  diagnosis  of  position  has  k^" 
wade.  This  is  always  to  be  done  if  possible,  and  in  il^ 
position  the  forceps  mflict  a  ttiwtawnn.  <&.\cJiME^.    fbtta- 
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s  when  applied  should  grasp  the  head  just  anterior  to  each 
",  ihc  fenestra  corresponding  to  the  child's  check, 
f  (a)  Pelvic  appUcaium — where  the  forceps  are  applied  lo 
e  bead,  in  the  transverse  diameter  of  the  pelvis,  regardless 
lithe  position  of  the  head.  This  is  to  be  avoided,  if  possible, 
s  the  forceps  are  liable  to  slip  and  the  child  is  sure  to  be 
'  nijured. 

Pelvic  application  is  correct  in  occiput  in  the  hollow  of  the 
sacrum  and  where  the  head  is  distending  the  [lerineum  with 
the  occiput  anterior,  as  in  these  cases  the  two  applications 


cuincide.  The  forceps  must  always  be  applied  with  the 
■front"  (the  side  of  concavity  of  the  pelvic  curve)  away  from 
'lie  perineum.  Otherwise  when  the  head  rotates,  the  forceps 
«ill  be  upside  down,  and  when  the  handles  are  elevated,  the 
li|is  of  the  blades  will  cut  into  the  reclum. 

Preparation  of  Patient  and  Prelinunai;  Steps. — The  patient 
i-  liest  arranged  on  a  kitchen  or  operating  table,  in  the  dorsal 
j-i^iiion,  with  the  knees  held  back  by  a  twisted  sheet  leg- 
iiiildcr.  The  ordinary  bed  is  loo  low  for  a  proper  direction  of 
Tjciion,  unless  the  operator  sits  on  the  floor.  The  table 
minimizes  the  difficult/  of  the  opetalion.    ¥otte^  ^Q\iA 
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never  be  applied  without  consent.  An  anesthetic  is  alwa\; 
to  be  used,  unless  the  patient's  condition  forbids  its  vi^t- 
(heart  disease)  or  in  a  multipara  with  a  relaxed  perineum,  when- 
only  the  short  oullel  forceps  are  to  be  used.  The  pubes  ari 
vulva  are  shaved,  and  the  \'ulva  and  vagina  thoroughly  clean^i 
with  tincture  of  green  soap,  hot  water  and  cotton  or  gau/i 
as  for  any  vaginal  operation.  The  bladder  and  rccimn 
must  be  empty.  Except  for  the  outlet  application,  the  dorval 
position  is  much  the  best.  Outlet  forceps  can  be  applied  i" 
the  lateral  position.  The  forceps  are  boiled,  and  the  common  J 
fault  of  sterilizing  only  the  blades  and  nol  the  handles  h 
be  avoided.  Just  before  insertion  both  surfaces  of  the  bladej 
are  lubricated  with  sterile  glycerin. 

Application  of  Forceps  in  the  Different  Positions 

General  Technic  of  Application  of  Forceps.^(i)  Consent  I 
should   always  be  obtained;  (2)  the  left  blade  is  alwaj-s  (01  I 
nearly  always)  inserted  first;  (3)  that  blade  is  rotated  v 
corresponds  to  the  oblique  diameter  of  the  |>elvia  in  which  li^ 
the    sagittal    sulure;    (4)    the  patient   must  be  cathetori/s' 

Left  Occtpito-anterior  Position  of  a  Vertex  Presentation.- 
Diagthosis. — (i)  The  head  is  presenting;  (i)  the  sagittal  suluic  J 
is  in  the  right  oblique  diameter;  {3)  the  large  fontanel  i 
posterior,    on    the  patient's   right,  near  the   right  sacro-iUac  I 
junction;  (4)  the  small  fontanel  is  anterior,  on  the  patieni'> 
left,  near  the  descending  ramus  of  the  pubes. 

Application. — (1)  Two  fingers  of  the  right  hand  are  placedu 
the  vagina;  (2)  the  fingers  are  passed  far  enough  back  I 
ifpossible,therim  of  the  cervix;  (3}  the  left  blade  of  the  fi 
is  grasped,  like  a  pen,  in  the  left  hand;  {4)  the  blade  i; 
with  the  handle  held  high  up,  and  allowed  to  enter  the  v 
almost  by  its  own  weight.     As  it  enters  the  handle  sinks, 
blade  is  shghtly  rotated  outward  (away  from  the  middle] 
so  as  to  li:-  flal  a\ovi%  At  cvitve  of  the  sacrum,  and  pas 
I  position  between  llic  cemU  awd  iHe  cWli  ^  Woi-,  (oa\  two  fi 
I  of  the  left  hand  now  tqjSStf*  i'  '  "^     --^-^      *. 


,  and  the  right  blade  is  grasped  in  the  right  hand  and 
serled  similarly  to  the  left  and  almost  on  top  of  it;  (6)  the 
ghl  blade  is  rotated,  by  the  two  fingers  inside  the  vagina  and 
Qt  by  the  handle,  across  the  child's  face  into  position  on  the 
ght  side  of  its  head;  (7)  the  handles  will  move  back  in  posi- 
■on.     If  they  will  noi  quiie  lock,   ihe  handles  are  slightly 


(pressed,  and  the  right  blade  then  slips  a  Utile  farther  around; 
Q  a  folded  towel  is  placed  between  the  handles,  to  prevent 
impression  of  ihe  head,  and  the  ends  of  the  towel  wrapped 
■ound  the  handles,  to  protect  the  operator's  hands;  (9)  tract- 
iti  must  be  made  moderately,  in  a  direction  obhquely  down- 
ising  only  the  biceps  and  nol  a.U  l\it  lotte  \Ve  w$ws.\a\ 
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is  capable  of;  (10)  pull  in  a  way  simulating  labor  pains,  foti 
minule  and  then  a  rest  of  one  or  two  minutes,  allowing  ik 
forceps  to  spring  apart;  (11)  traction  is  made  by  the  fitsl  and 
middle  fingers  of  the  right  hand  over  the  shoulders  on  thr 
handles,  and  not  at  the  lock.  The  other  fingers  of  the  right 
hand  maintain  the  projier  compression  around  the  handles, 
The  left  hand  is  fixed  over  the  right,  with  the  middle  finger 
outstretched  and  the  lip  against  the  child's  scalp,  to  delect 
slippmg  of  the  forceps;  (12)  when  the  head  is  under  the  pclvii 


arch,  the  forceps'  handles  begin  to  move  upward.     Froi 
point  the  handles  describe  a  curve  corresponding  to  t 
the  pelvic  canal.    The  operator  changes  his  position,  to  tBt' 
side  of  the  patient,  and  merely  lifts  on  the  forceps,  and  dim 
nol  ptill  outward.    The  perineum  is  protected  by  the  free  hzr.'' 
as  in  a  normal  labor,  and  if  much  overstretched,  qiisiotom) 
useful.     This  paiV  oi  tUe  Ativitt-^  ■wiw=,v\MiV\iSL  Veined,  an 
the  head  is  born,  vhe  ^ori;e\>%\\a.w\\es  sV^Aiil\\t\{w.-^Saj,^|| 
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mother's  abdomen.     The  rest  of  the  deli  very  is  like  a  normal 
labor. 

Right  Occipitoposterior  of  the  Vertex. — Diagtwsis, — (i)  The 
head  is  presenting;  (2)  the  sagittal  suture  is  in  the  right  oblique 
diameter;  (3)  the  large  fontanel  is  anterior,  to  the  patient's 
left;  (4)  the  small  fontanel  is  posterior,  near  the  patient's 
right  sacro-iliac  junction. 

Application  of  the  Forceps. — (i)  Two  fingers  of  the  ri/rhl 

hand  are  placed  in  the  vagina,  if  possible  the  tips  between  the 

cervix  and  the  child's  head;  (2)  the  left  blade  of  the  forceps 

is  grasped  and  inserted  as  in  L.  O.  A.  and  passes  into  position 

along  the  left  side  of  the  child's  head;  (3)  the  right  blade  is 

inserted  as  in  L.  O.  A.  and  rotated,  by  the  fingers  internally, 

over  the  occiput  into  position  along  the  right  side  of  the  cliihrs 

head;  (4)  the  same  method  of   traction  is  employed  as  in 

L.  O.  A.  except  that  the  head  is  brought  down  on  the  [)elvic 

floor  in  its  original  posterior  position,  and  no  attempt  is  made 

to  rotate  it  as  it  comes  down ;  (5)  the  head  is  now  rotated,  by 

the  forceps,  to  the  anterior  position;  (6)  as  the  forceps  are  now 

Upside  down,  they  must  be  removed  and  reinserted  as  descril)ed 

in  the  next  paragraph  for  R.  O.  A.    They  can  be  shifted 

without  removal,  but  this  is  difficult  and  it  is  safer  to  renioxe 

and  reapply  them;  (7)  the  rest  of  the  delivery  is  then  com[)leied 

as  described  in  L.  O.  A. 

Ri|^  Ocdpito-anterior  Position  of  a  Vertex. — Diagnosis.- 
(i)  The  head  is  presenting;  (2)  the  sagittal  suture  is  in  tlie  left 
oblique  diameter  of  the  pelvis;  (3)  the  lar^e  fontanel  is  j)os- 
terior,  near  the  mother's  right  sacro-iliac  junction;  (4)   tlie 
small  fontanel  is  anterior,  on  the  mother's  right. 

Application. — (i)  Two  fingers  of  the  right  hand  are  inserted 
as  already  described;  (2)  the  left  blade  is  inserted  into  posit  it)n 
along  the  sacrum  and  must  then  be  rotated  to  its  final  position 
alongside  the  left  side  of  the  child's  head  (anteriorly):  (3^  ilie 
right  blade  is  then  inserted,  and  occu[)ies  its  proper  position 
without  rotation;  (4)  the  deUvery  is  then  completed  as  described 
in  L.  O.  A. 

29 
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Left  Occjpttoposterior  Position  of  a  Vertex. — Diagi 

(i)  The  head  is  presenting:  (2)  the  sagittal  suiurc  is 
left  oblique  diameter;  (j)  the  large  fontanel  is  anteriorli 
the  mother's  right;  {4)  the  small  fontanel  is  posteriorly, 
ward  the  mother's  left  sacro-iliac. 

Apf^ication. — (i)  Two  fingers  of  the  right  hand  are  ini 
as  already  described;  (2)  the  left  blade  is  inserted  posteriorly 
and  then  rotated  to  its  proper  position  anteriorly,  across  ii 
child's  occiput,  lo  the  left  side  of  the  head;  (3)  the  right  blailL 
is  inserted,  and  occupies  its  proper  place  without  roiaiion, 
(4)  the  head  is  pulled  down  as  in  L.  0.  A.  but  comes  down  with 
the  occiput  posteriorly  until  it  is  under  the  pubic  arch;  (jj 
the  head  is  then  rotated  anteriorly,  which  turns  the  forceps 
upside  down;  (6)  thev  are  removed  and  reapplied  as  for  L.  0- 
A,  and  the  delivery  completed. 

Occqiut  in  the  Hollow  of  flie  Sacnim.^ — I>iagnasis.—{i) 
The  head  is  presenting,  and  well  down  on  the  perineum;  (i) 
the  sagittal  runs  antcroposteriorly;  (3)  the  large  fontanel  is 
anterior,  under  the  symphysis;  (4)  the  small  fontaocl  is 
posterior,  in  the  hollow  of  the  sacrum. 

ApplUaiion. — (i)  The  left  blade  is  inserted  and  falls  natu- 
rally into  position  alongside  the  right  side  of  the  child's  head;  ()1 
the  right  blade  is  inserted  and  falls  naturally  into  position 
along  the  left  side  of  the  child's  head;  (3)  the  forceps  are  Irans- 
verse  lo  the  pelvis,  yet  the  application  is  a  cephalic  one;  U' 
traction  is  made  with  the  handles  raised  until  the  child's  broit 
appears  under  the  symphj-sis;  (5*  the  operator  stands  to  ow 
side  and  depresses  the  handles  until  the  face  is  born,  suppori- 
ing  the  perineum  with  his  free  hand;  (6)  the  handles  arc  then 
raised,  and  the  occiput  deUvered,  This  position  puts  gitai 
strain  on  the  perineum.  Episiotomy  is  often  needed  lo  pTi 
vent  severe  laceration.  Unless  sure  of  the  previous  positii 
the  head  should  noi  be  rotated  anteriorly,  but  delivered  a.- 
lies,  although  anterior  rotation  and  delivery  is  a  much  It 
acvtn  strain  on  the  \)eTmeum. 
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Forceps  with  the  Head  at  the  Pelvic  Outlet  and  Properly 
Rotated. — Here  the  head  is  as  low  down,  the  sagittal  suture 
runs  anteroposteriorly  with  the  small  fontanel  anterior  and 
the  large  one  far  posteriorly.  Only  the  small  Hale-Sawyer 
forceps  should  be  used.  They  are  applied  the  left  blade  first, 
and  the  blades  slip  naturally  into  position  alongside  the  child's 
head,  so  that  when  applied,  the  forceps  is  transverse.  This  is 
also  a  position  where  the  cephalic  and  pelvic  applications  of 
forceps  coincide.  No  traction  is  required;  the  head  is  shelled 
out  of  the  pelvic  canal  by  an  upward  movement  of  the  handles, 
in  a  continuation  of  the  curve  of  the  pelvic  canal.  All  out- 
ward traction  is  to  be  avoided,  as  it  will  onlv  do  harm. 

Doubtful  Positions. — When  the  patient  has  been  long  in 
labor,  there  is  usually  such  a  large  caput  succedaneum  that 
accurate  diagnosis  of  position  is  very  difficult  or  impossible. 
In  such  cases  the  hand  may  be  inserted  in  the  vagina  and  the 
entire  head  palpated.  Feeling  for  the  ear  lind  noting  its 
direction  of  facing  will  sometimes  be  of  help.  If  no  diagnosis 
of  position  can  be  made,  and  the  forceps  must  be  used,  the 
instrument  should  be  applied  in  the  right  oblique  diameter, 
as  most  presentations  are  in  this  diameter. 

Removal  of  Forceps. — When  it  becomes  necessary  to  remove 
the  forceps,  two  fingers  of  one  hand  should  always  be  between 
the  blade  and  the  vaginal  wall.  The  dull  blade  can  cut  the 
distended  vaginal  deeply,  if  this  precaution  is  neglected. 

Points  of  Safety  and  Danger  in  the  Use  of  Forceps.— 
(i)  An  accurate  diagnosis  of  position  must  be  made,  and 
the  forceps  applied  accordingly. 

Forceps  of  any  kind  should  nether  be  used  until  the  bladder 
has  been  emptied  by  a  catheter.  The  urethra  will  always  be 
somewhat  elongated,  and  a  silk  or  linen  or  fairly  large  caliber 
soft  rubber  catheter  is  to  be  employed.  Even  if  the  head  is 
very  low  down,  the  patient  can  always  be  catheterized  by 
placing  the  finger  of  one  hand  between  the  head  and  the 
anterior  vaginal  wall,  and  with  this  finger  guiding  the  catheter 
upward  and slighUy  forward  into  the  bladdex .    \V  ^oxi^.^  \\rn^\ 
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be  trusted  to  the  patient  to  void;  the  catheter  is  the  oulysaff 
plan,  and  neglect  of  this  may  result  disastrously. 

(2)  No  traction  must  be  made  unless  the  blades  will  lock, 

(3)  Difficulty  will  sometimes  be  met  in  rotation  of  the  blades, 
because  the  tip  of  the  blade  strikes  the  child's  shoulder.  This 
difficulty  must  be  overcome  by  the  fingers  pressing  on  ihe 
blade  internally,  and  never  by  forcing  il  around  by  the  handle. 

(4)  A  folded  towel  must  always  be  between  the  handles, 
when  traction  is  made,  to  prevent  undue  compression. 

(5)  Traction  must  be  made  sbiulating  labor  pains,  alloH-itii; 
the  blades  to  spring  apart  between  pulls, 

(6)  The  forceps  must  never  be  wrenched  from  side  to  side, 
nor  must  the  handles  be  raised  until  the  head  is  on  the  perineum, 

(7)  If  the  cervix  is  not  completely  dilated,  the  head  musi 
be  held  stationary  with  the  forceps  and  the  cervix  pushed 
back  over  the  head.  Traction  on  an  imperfectly  dilated 
cervix  is  one  of  the  best  ways  to  tear  it  produce  cyslocele 
and  later  prolapse  of  the  uterus. 

(8)  Never  continue  pulling  on  the  forceps,  if  it  begins  lo 
slip.  Reapply  it  properly  or  use  another  model,  as  if  the  for- 
ceps slips  o£f,  severe  injury  to  the  pelvic  floor,  bladder  or  rec- 
tum is  almost  certain. 

(9)  As  the  forceps  causes  partial  correction  of  the  normal 
flexion  of  the  head,  larger  diameters  are  involved  in  its  passage 
through  the  birth-canal,  and  laceration  is  much  more  likely 
than  in  a  normal  labor. 

(10)  Traction  is  made  in  a  direction  obliquely  dotonwari, 

I  until  the  head  is  on  the  perineum.  For  this  the  operator  musl 
be  seated — on  a  chair  if  the  patient  is  on  an  operating  table; 
on  the  floor  if  she  is  on  the  usual  low  bed.  Only  Ihe  force  of 
the  biceps  should  be  used.  To  brace  the  feel  and  pull  wiihal! 
one's  strength  is  brulal  and  murderous.  When  the  head  ison 
the  perineum,  and  the  handles  begin  to  turn  up  of  their  own 
accord,  he  must  stand,  to  one  side  of  the  patient,  and  the  for- 
ceps grasped  at  iW  \ocV.  vjXiV  \Vie  \\\.\\t  %wf,ce  l>ctween  tbe 
shanks  of  the  lotceps.     i^  oufmatA  itMlwm  v 


ibe  bead  is  lifted  over  the  perineum  and  ilie  forreps  handles 
carried  toward  the  patient's  abdomen. 

(ii)  When  properly  applied,  on  the  average  size  head,  the 
handles  should  be  almost  together.  Wide  separation  of  the 
handles  indicates  improper  application  or  a  very  large  head. 
As  the  head  is  born,  the  occipital  protuberance  should  be  just 
under  the  mother's  urethra,  and  the  forceps  perfectly 
transverse. 

(12)  Plenty  of  time  must  be  taken.  In  a  primipara,  the  usual 
time  for  delivery  in  a  mid  forceps  operation  is  thirty  to  forty- 
five  minutes. 

(13)  Heavy  forceps  should  never  be  used  when  the  light 
Sawyer  ones  will  do.  At  the  outlet,  unless  the  head  is  rotated 
in  the  hollow  of  the  sacrum,  only  the  Sawyer  forceps  may  be 
used. 

{14)  The  Sawyer  forceps  may  be  used  with  the  patient  lying 
00  her  side.  The  dorsal  position  is  best  for  all  other  applica- 
tions. 

(15)  Episiotomy,  if  done,  should  be  as  limited  as  possible; 
several  short  snips  with  scissors  in  the  same  line  being  better 
Uian  a  cut  that  is  too  long.  Too  extensive  an  episiotomy 
causes  considerable  pain  for  many  months  after  convalescence. 

(16)  The  child's  heart  sounds  should  be  watched  in  all  for- 
Cq>3  deliveries,  as  it  maj'  be  necessary  to  hurry  delivery  if 
progressive  slowing  of  the  heart  shows  asphyxia. 

Forceps  in  Abnormal  Presentations. — (1)  In  face  presatta- 
SiOHS,  the  forceps  had  beiier  be  used  as  a  rotator  only.  In 
|K>sterior  positions  of  the  face,  traction  should  never  be  made; 
ia  anterior  positions  traction  is  permissible,  but  risky,  as 
sudden  slipping  is  common. 

(2)  In  brovi  presentations,  the  management  is  the  same  as  in 
hoe  presentation. 

(3)  In  breech  presentation,  the  forceps  may  be  used  to  ex- 
tract the  breech,  but  there  are  better  methods.  The  forceps  is 
Qable  to  slip  off,  severely  injure  the  mother,  and  fracture  of  one 
or  both  of  the  child's  femora  or  of  its  pelvis  are  common. 
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(4)  Forceps  may  be  required  lo  extracl  the  after-con 
head.  The  child's  body  and  arras  are  held  up,  the  fora 
applied  to  iJie  sides  of  the  head,  and  the  head  delivered  S 
carrying  tlie  handles  upward.  Severe  perineal  injury  i; 
unless  episiotomy  is  done,  but  it  is  sometimes  inipossibkfl 
deUver  the  head  in  any  other  way.  The  Sawyer  forceps  si 
be  used  if  possible,  and  the  need  for  hurry  in  delivery  is  p 
when  the  face  is  born. 

Prognosis  of  Forceps  Operations. — For  Ike  mother  the  greatest 
dangers  are  severe  laceration,  hemorrhage  and  infection.  Tb( 
higher  the  application  the  greater  the  likelihood  of  injury 
The  cervix  is  often  badly  torOj  cuts  of  the  anterior  vaginal  iw'l 
even  involving  the  bladder,  are  not  rare.  The  peK'ic  fiodr  L 
nearly  always  more  or  less  torn.  The  traction  often  causa 
rapid  development  of  a  cystocele  or  prolapse,  even  when  bo 
injury  has  been  evident  at  the  time  of  delivery.  The  pcKir 
joints,  particularly  the  sacro-iliacs  may  be  sprained  or  broken, 
Fraction  of  the  coccyx  is  common.  If  the  forceps  slip  alt  ties*: 
accidents  are  intensified. 

For  the  CAiW.^Asphyxia ;  compression  of  the  skull  ' 
concussion  of  the  brain;  actual  fracture  of  the  skull;  injur 
to  the  eyes  (bruising  cataract,  retinal  hemorrhage,  exophtb 
mos);  injury  to  nerves  causing  ptosis  or  Bell's  palsy;  bru 
and  cuts  anywhere  on  the  scalp  or  face;  cephalheiuatodl 
Children  born  with  forceps  are  much  more  liable  to  asphyMft* 
and   inspiration  pneumonia.     The  forceps,  properly  applidi. 
causes  the  risk  to  the  baby  to  be  at  least  trebled,  o^■e^  .■ 
normal  labor.     Improperly  applied  and  used,  it  is  murderou-. 

Asis-traction  Forceps.— The  principle  of  the  axis-tractii-:. 
forceps  is  to  make  traction  on  the  head  downward  and  bad- 
ward  at  the  superior  strait,  coincident  with  the  axis  of  clit 
pelvic  canal. 

Models. — (i)  The  American  forceps — Dewees — much  the 
best  of  all;  (2)  the  French  model,  the  Tamier;  probably  the 
one  in  most  common  use.  but  a  bad  instrument;  (3)  the  Ger- 
man model — the  Breus  and  U^  \\ve  Y.T\^-i^<sx"^\4svt-'U^«\Tta\. 


THE   FORCEPS 


The  axis-traction  instrument  is  very  powerful,  and  great 
damage  can  be  done  by  its  unskilled  use.    The  Dewees  forceps 


has  a  fixed  handle,  and  the  traction  is  thereby  applied  at  a 
proper  angle.  All  the  others  depend  upon  bars  attached 
half  way  up  the  blades,  and  unless  the  traction  be  applied 


with  the  rods  widely  divergent  from  the  blades  and  handles, 
it  is  impossible  even  lo  approximate  Ihe  pTopCT  \vt\e  o(  u^cxvav.. 


1^ 
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The  totteps  sbaM  never  be  used  unless  the  patient  is  oa 

kitchen  or  operating  table,  and  the  Dewees  instnunent  is  the 
one  least  Ukely  to  do  sex'ere  da<iiage. 

Itidiatiions. — (1)  To  secure  engagement  of  the  head  in 
pelvis  whose  conjugate  at  the  brim  U  not  less  than  S  c.n. : 
{z)  to  a  case  of  hurried  delivery,  where  the  child  must  In 
extracted  quickly. 

ApplUation. — In  contracted  pelvis,  the  head  is  Ij-ing  i: 
engage  in  the  inlet,  and  lies  transveree.  If  the  forceps  i- 
applied  transversely,  one  blade  lies  squarely  over  the  ehil'1  ^ 
(ace.  This  is  not  recommended.  It  is  not  practicable  ;  ■ 
apply  them  to  the  sides  of  the  head,  as  by  this  the  axis-Ira. 
tion  principle  is  lost.  The  blades  must  be  applied  obliqueK 
one  over  the  malar  bone  and  the  other  to  one  side  of  il" 
occiput.  To  do  this,  the  blade  must  be  rotated  that  cw- 
responds  to  the  oblique  diameter  in  which  the  head  will  UbJ 
after  il  enters  the  pelvis,  always  assuming  that  the  ocd{i|^| 
rotates  anteriorly.  For  instance,  if  the  head  is  transveaj^ 
and  the  occiput  to  the  left,  the  head  will  lie  in  the  right  obliiiuc 
diameter  after  it  enters  the  pelvis,  and  the  right  blade  is  il'. 
one  rotated.  After  the  forceps  is  in  position  and  lockcil, 
traction  is  made,  simulating  labor  pains,  for  not  more  than  a 
total  of  seven  or  eight  traction  efforts.  If  this  shows  no 
advance,  nothing  is  gained  by  continuing.  The  forceps  should 
be  removed  and  the  patient  delivered  by  version,  cesarean  sfi,- 
tion  or  pubiotomy.  During  traction,  the  perineum,  with  n" 
txctpt  the  Dewees  instrument,  must  be  protected  by  a  Siin- 
speculum. 

If  engagement  of  the  head  is  secured,  three  courses  are  open 

(1)  Remove  the  axis-traction  instrument  and  substitute  ihi 
less  powerful  Simpson  forceps — much  the  better  plan. 

(3)  Complete  the  delivery  with  the  axis-lraction  instrumeni 

(3)  Remove  the  forceps  and  allow  the  patient  to  deli\xr  hn 
self  — deciritdly  a  bad  procedure. 

h  is  questionaWe  \v\\c\Vcv  \.\\e  w'je  lA  fsi^i-traction  forcep- ' 
Becure  engagemcnl  ol  iW  \ic»A  \^  ofg  ^■S'MsoSMaiifc.^jBMgiteasL- 
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If  the  head  cannot  be  engaged  by  proper  traction — downward, 
of  the  Simpson  forceps,  it  is  unlikely  that  the  greater  force 
of  the  axis-traction  forceps  will  succeed  without  injury  to 
the  child  or  to  the  maternal  structures.  The  instrument, 
even  the  Dewees,  is  too  powerful  for  safety,  and  its  use  is 
becoming,  fortunately,  less  frequent.  The  author  feels  that 
a  head  which  will  not  spontaneously  enter  the  pelvic  canal, 
should  not  be  dragged  in. 

It  is  not  advisable  to  try  to  use  a  makeshift  instrument, 
with  holes  bored  in  the  blades  through  which  tapes  are 
threaded,  to  make  the  necessary  traction. 

VERSION 

This  procedure  means  the  changing  of  the  position  of  the 
fetus  from  an  unfavorable  to  a  more  favorable  one,  or  for 
purposes  of  delivery  It  varies  from  a  simple  correction  of 
flexion  or  position  of  the  head  to  a  complete  reversal  of  the 
child  (from  head  to  breech  or  vice  versa). 

Indications. — (i)  Occipitoposterior  positions,  to  be  rotated 
anteriorly  at  the  superior  strait;  (2)  face  or  brow  presentations 
to  be  changed  into  a  vertex;  (3)  breech  presentations,  to  be 
converted  into  head  presentations,  by  external  manipulations 
alone;  (4)  transverse  presentations,  brought  down  by  the 
breech  (podalic  version);  (5)  contracted  pelves,  with  conjugate 
not  under  8  cm.,  as  an  operation  of  choice;  (6)  any  case 
requiring  rapid  delivery,  where  the  cervix  is  dilated  suflSciently, 
or  is  easily  dilatable  (suCh  as  placenta  pra'via). 

Strictly  speaking,  version  is  turning  of  the  child,  so  that  the 
pole  opposite  the  one  originally  presenting  is  brought  down. 

Contra-indications. — (i)  A  tetanically  contracted  uterus 
ivith  a  high  contraction  ring;  (2)  very  firm  engagement  of  the 
presenting  part;  (3)  an  impossible  pelvis;  (4)  a  gigantic  child; 
(5)  long-ruptured  membranes,  usually  coincident  with  a 
tetanically  contracted  uterus;  (6)  an  undilated  cervix  (for 
podaiic  version). 
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Methods. — (i)  Postural,  where  errors  of  flexion  may  f^ 
limes  be  corrected  by  the  position  of  tlie  patient;  (;)  eitL-;'. 
manipulation   alone;    (3)    internal  -  manipulation   alone;     : 
combined  external   and   internal   manipulation.     Version 
said  to  be  cephalic,  when  the  head  is  brought  down,  or  pod.A' 
when  the  foot  is  brought  down. 

Technk.~{-i)  Errors  of  rotation  (persistent  ocdpilnii' 
terior)  or  errors  of  presentation  (face  or  brow)  maybecomxi^ 
by  arranpng  the  patient  in  the  dorsal  position, preferablyon.' 
table,  and  under  deep  anesthesia.  After  proper  preparation, 
the  whole  hand  is  inserted  in  the  vagina,  and  aided  by  tht 
free  hand  on  the  patient's  abdomen,  the  head  is  pushed  out  of 
the  pelvis  and  rotated  into  the  desired  position.  For  this 
complete  dilatation  of  the  cervix  is  essential,  as  the  head  will 
not  remain  in  its  new  position  unless  pulled  in  the  superior 
strait  with  forceps.  The  method  is  urgently  needed  in  mento- 
posterior position  of  a  face  or  brow;  otherwise  it  is  a  matter <d 
election,  to  be  done  only  when  difficulty  is  feared. 

Cephalic  version  is  most  often  required  to  change  a  breech 
to  a  vertex  presentation.  It  is  only  possible  before  labor  hss 
begun,  and  with  unruptured  membranes  and  a  uterus  not 
prone  to  contract  upon  handling.  It  is  done  by  external 
abdominal  manipulation,  pushing  up  the  breech  as  the  head  is 
pulled  down.  Failures  are  common,  and  when  successfu), 
longitudinal  pads  and  a  binder  are  required  to  prevent. 
if  possible,  a  return  of  the  child  to  its  original  position. 

Postural  version  is  used  to  correct  if  possible  errors  oi 
flexion,  as  in  brow  and  face  presentations.  By  turning  the 
patient  to  one  side  or  the  other,  it  is  possible,  but  not  likely, 
that  the  presentation  may  be  converted  into  a  vertex. 

Podalic  version  is  most  frequently  indicated  in  trans\"ers<; 
presentations.  If  the  arm  be  prolapsed,  it  must  be  carefully 
cleansed  and  returned  to  the  vagina.  Before  attempting 
podalic  version,  the  cord  should  be  palpated,  to  see  if  the  chil ' 
is  aii ve  or  dead,  li  dead,  decav^t-ation  is  the  proper  procedi  ■ 
and  not  version.     PodaWc  -vetsvow  to»&\.  ■we-jw Nw.  Jscswt  J^  lih 
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lower  uterine  segment  is  overdistended,  with  a  high  contraction 
ring,  and  the  uterus  tightly  moulded  around  the  child's  body. 
Ruptiu-e  of  the  uterus  is  siu-e,  if  version  be  done  in  such  a  case, 
and  not  unlikely  even  in  a  case  apparently  favorable. 

Technic. — (i)  The  patient  is  arranged  on  a  table,  properly 
cleansed,  and  anesthetized. 

(2)  The  prolapsed  arm,  if  any,  is  cleansed  and  returned  to 
the  vagina.  A  fillet  may  be  placed  around  the  wrist  and  the 
arm  thus  prevented  from  returning  into  the  uterine  cavity. 

(3)  The  hand  which  midway  between  pronation  and  supi- 
nation corresponds  with  its  palmar  surface  to  the  child's 
a^bdomen,  is  inserted  into  the  uterine  cavity. 

(4)  The  anterior  foot  is  sought  and  by  traction  on  the  foot 
^nd  ankle,  the  child's  body  is  turned  around.     In  this  proce- 
dure, it  is  important  to  see  that  the  child  is  not  brought  down 
astride  of  its  cord.     It  is  not  advisable  to  bring  down  both 
feet.     One  gives  ample  hold  for  traction;  it  is  unnecessary 
to  make  prolonged  uterine  search  for  the  other  foot.     Bring- 
ing down  the  anterior  foot  secures  anterior  rotation  of  the 
breech,  and  the  other  leg  makes  extra  bulk  for  further  dilata- 
tion of  the  cervix.     But  if  the  cervix  is  completely  dilated, 
bringing  down  both  feet  often  makes  the  delivery  easier. 

(5)  As  soon  as  the  knee  is  outside  the  vulva,  the  operation 
of  p>odalic  version  is  completed.  The  case  is  then  managed 
like  an  ordinary  breech. 

(6)  Traction  on  the  leg  should  be  cautious  and  gentle.  It 
is  easy  to  fracture  the  child's  femur.  After  every  podalic 
version,  the  uterus  should  be  examined  for  possible  rupture, 
and  it  must  be  remembered  that  podalic  version  is  not  a  safe 
method  of  delivery  for  the  child,  even  when  the  cervix  is  com- 
pletely dilated. 

EXTRACTION  OF  THE  BREECH 

J  Indications. — (i)  Where   ample   time   has   been   allowed, 

i  and  the  breech  is  not  yet  on  the  pelvic  floor,  and  progress 

fc  has   been  arrested;    (2)    any  condition  in  mother  or  child 

'  indicating  hurried  delivery. 
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It  must  be  remembered  that  complete  effacement,  dilatatitm 
and  paralysis  of  the  cervix  is  essential  for  the  safe  deliven* 
of  the  after-coming  head.  Delivery  in  a  breech  is  a  mucli 
more  simple  procedure  when  it  has  not  been  interfered  witb 
prematurely. 

Methods. — I.  Decomposition,  where  one  leg  is  pulled  doftn 
and  used  as  a  handle  for  traction. 

Technic  oj  Derom position. — (1)  The  patient  is  arrangcl 
across  the  bed,  with  her  hips  over  the  edge  of  the  bed,  ur 
better  on  a  table.  J 

(2)  For  primiparje,  anesthesia  is  necessary.  | 

(3)  After  proper  cleansing,  one  hand  is  inserted  along  the  t 
child's  body,  and  the  anterior  foot  is  sought.    The  leg  i- 
bent  at  the  knee  and  by  traction  the  foot  is  delivered  acn - 
the  child's  abdomen  and  pulled  outside  of  the  vulva,  until  ili;    j 
knee  is  bom.     The  second  leg  is  left  alone,  to  add  to  the  hull: 
of  the  breech,  for  efficient  dilatation  of  tne  cer\TX. 

(4)  Too  active  traction  is  likely  lo  fracture  the  femur. 
Decomposition  is  not  possible  if  the  breech  is  far  down  the 
pelvic  canal.  It  is,  when  possible,  much  the  best  method, 
except  when  the  child  is  dead. 

II.  Manual  Method, — Applied  in  twoways:  (i)  Underanes- 
thesia,  the  whole  hand  is  inserted  in  the  vagina,  the  child's 
breech  is  grasped  with  the  index  finger  over  the  crest  of  one 
ilium,  the  ring  finger  over  the  crest  of  the  other  ilium  and  tie 
middle  finger  outstretched  along  its  spine.  The  position  is 
very  fatiguing  and  the  method  is  of  doubtful  utility. 

{1)  One  index  finger  is  hooked  in  the  child's  groin,  and  trac-  J 
tion  is  made,  as  with  a  hook.     The  direction  of  pressure  I 
should  be  toward  the  child's  abdomen,  and  away  from  the  ' 
femur,  to  lessen  the  danger  of  fracture.     During   traction, 
the  wrist  is  supported  with  the  other  hand  closed  around  ii 
As  the  operation  is  very  tiring,  the  hands  may  be  chanE'-!i 
from  time  to  lime. 
III.   The  Filiel.—IMvi  \&  a  Wwia,^e,  four  or  six  inches  wide, 
L  passed  between  the  Ouft^a,  oN«.t  'Cna  >»«:*■  to&. 
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etween  the  thighs.  The  pressure  must  never  be  on  the  abdo- 
men. It  is  a  most  efficient  method,  when  once  applied,  but 
is  exceedingly  awkward  to  apply.  The  bandage  is  passed 
cither  with  the  hands,  which  is  very  difficult,  or  with  a  fillet 
canier,  like  an  enormous  aneurysm  needle,  A  fillet  carrier 
with  a  sliding  tip,  like  a  Bellocq's  canula,  makes  the  applica- 
tion much  easier,  but  in  any  case  it  is  impossible  without 
SDesthesia. 

IV.  The  forceps  may  be  applied  to  the  breech,  but  this  is 
done  with  considerable  risk  of  slipping,  and  danger  of  fracture 
of  the  pelvis  or  femur.  If  the  forceps  holds,  the  method  is 
efficient. 

V.  Blunl  hook  is  best  confined  to  dead  children  or  those 
where  all  other  means  to  extract  the  breech  have  failed.  It  is 
aheavy  steel  hook,  which  is  passed  over  the  thigh  at  the  groin, 
and  by  which  the  breech  is  drawn  out.  It  is  exceedingly 
efficient,  but  there  is  considerable  risk  of  perforating  the  groin, 
and  almost  a  certainty  of  fracturing  the  femur. 

EXTRACTION  OF  THE  AFTER -COMING  HEAD 
(i)  Wigand  Method.— Child  astride  of  forearm,  forefinger 
in  mouth  to  maintain  flexion,  the  child  is  carried  up  over  the 
mother's  abdomen,  aided  by  suprapubic  pressure  on  the  head. 

(2)  Mauriceau  Method,— Same  as  the  Wigand  except  that 
the  pressure  on  the  head  is  infrapubic,  under  the  symphysis, 
with  the  middle  finger  against  the  child's  occiput.  Care  must 
be  taken  not  to  get  the  finger  under  the  edge  of  the  symphysis 
or  a  broken  phalanx  may  result  when  the  body  of  the  child  is 
carried  upward. 

(3)  Prague  Method. — The  child  is  grasped  by  the  feet,  in 
one  hand,  and  the  fingers  of  the  other  hand  placed  over  the 
tteck.  By  using  the  whole  b<xiy  as  a  lever,  the  child  is 
tamed  up  over  the  mother's  abdomen.  This  is  a  very  powerful 
method,  and  likely  to  result  in  considerable  perineal  laceration. 

(4)  Forceps. — Thi-  body  and  arms  are  held  up  by  an  assist- 
ant.    The  forceps  applied  and  the  head  shelled  oiit  h^  ek^^v 
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ing  the  bandies  and  not  by  traction.     The  forceps  should 
always  be  ready  tor  use.  in  any  case  of  breech  pre&entaiion  « 

■sion,  as  it  may  be  impossible  to  dislodge  the  bead  mlhoni 
them. 

(s)  Deventer  Method. — The  child  b  pulled  straight  dow 
toward  the  floor,  without  previously  disengaging  the  atrr. 
This  method  is  only  possible  in  premature  children,  or  ,ri 
women    with    very   large    f>elves   and   relaxed    pelvic  iliwr 

In  all  these  methods,  great  force  must  not  be  used.  Therei.* 
danger  of  rupturing  the  cervical  roots  o(  the  brachial  plems, 
fracture  of  ihe  clavicle,  fracture  of  the  neck  or  even  detachmroi 
of  the  head  from  the  body.  If  moderate  traction  does  ni)l 
suffice,  and  the  forceps  will  not  dislodge  the  head,  cranioiomy 
is  required.  Nothing  is  gained  by  excessive  traction,  as  iht 
child  is  sure  to  be  badly  Injured  or  killed.  If  sufficient  fora 
has  been  used  to  fracture  the  spinal  column,  and  the  neck  sud- 
denly begins  to  stretch  alarmingly,  all  traction  should  casr 
and  craniotomy  be  done.  Otherwise  the  head  wUI  be  pulled  oii 
— an  accident  for  which  there  is  no  excuse,  except  in  a  deaJ 
macerated  child.  If  the  head  is  detached,  the  neck  shnul: 
be  caught  firmly  with  a  voisellum  and  the  head  delivered  h 
craniotomy. 


EXTRACTION  WHEN  THE  CHIN  IS  ANTERIOR 


If  the  chin  is  anterior,  which  rarely  happens,  the  body 
carried  up  if  the  chin  is  above  the  symphysis  and  the  head 
extended;  is  carried  down  if  the  chin  is  under  the  symphysis 
with  the  head  flexed. 

EMBRYOTOMY 

Embryotomy  is  a  generic  term,  describing  several  differeni 
mutilating  operations  in  the  child.  These  are:  (i)  crani- 
otomy; (2)  decapitation;  {3}  amputation  of  extretnities;  (4^ 
evisceration;  (5)  cleidotomy.  The  indications  for  ah  lhe~: 
natural]/  difter  consideiaUv- 
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Craniotomy 

icatkms. — (i)  Where  the  child  is  dead,  with  or  without  a 
contracted  pelvis;  (2)  impacted  face  presentation  with  the  chin 
posterior  (here  the  child  is  usually  dead;  if  not,  pubiotomy  or 
extraperitoneal  cesarean  section  is  better);  (3)  hydrocephalus; 
(4)  on  the  living  child,  it  may  be  considered  as  a  means  of 
delivery  when  any  other  means  is  not  available,  but  should  be 
very  rarely  needed. 

Technic. — (i)  The  patient  is  arranged  in  the  dorsal  position 
on  a  table,  prepared  as  for  any  vaginal  operation,  and  fully 
anesthetized. 

(2)  The  child's  scalp  is  caught  firmly  with  a  heavy  volsellum, 
by  which  an  assistant  steadies  the  head. 

(3)  The  skull  is  perforated  through  a  fontanel,  suture  or 
bone,  by  means  of  a  long-handled,  sharp-pointed  scissors. 
There  are  many  special  perforators  made,  the  best  of  which  is 
the  Blot,  but  they  are  expensive  and  not  as  efficient  as  the 
scissors.  Care  must  be  taken  to  see  that  the  perforating  in- 
strument enters  the  cranium,  and  is  not  deflected  by  the  skull. 
This  is  much  more  likely  to  happen  with  the  perforator  than 
with  scissors. 

(4)  The  hole  in  the  cranium  is  then  dilated  with  an  ordinary 
Wathen  uterine  dilator,  to  get  room  to  insert  the  cranioclast. 
It  is  not  necessary  nor  advisable  to  waste  time  washing  out  the 
brain.    This  will  come  out  as  the  head  is  pulled  upon. 

(5)  The  Braun  cranioclast  is  next  inserted,  the  solid  blade 
inside  the  skull,  screwed  moderately  tight,  so  as  to  get  a  firm 
hold,  and  the  head  delivered  as  with  ordinary  forceps.  If  the 
instrument  is  screwed  too  tight,  it  will  bite  pieces  out  of  the 
skull  like  a  ticket  punch,  and  if  this  occurs  several  times,  it 
adds  considerably  to  the  difficulty  by  not  leaving  enough  for 
a  firm  hold.  Above  all,  it  must  be  so  applied  that  the  cervix 
is  not  included  in  its  hold. 

(6)  As  soon  as  the  head  is  delivered,  the  cranioclast  is  re- 
moved^ and  the  perforator  inserted  into  \iv^  Tcv^dviWa.  ^\.  v.\\ft. 
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foramen  magnum.     This  is  important  particularly  in  hv 
ccphalus,  as  the  child  might  breathe  or  even  cry  after  birtli^ 

(7)  The  rest  of  the  body  is  then  delivered  as  in  any  normil' 
labor.  If  great  difficulty  be  experienced  with  the  shoulders, 
a  blunt  hook  may  be  used  in  the  axilla,  or  one  or  both  clavicle; 
cut. 

(8)  If  craniotomy  is  done  in  a  contracted  pelvis,  or  it  tie 
child  be  very  large,  the  craniocJast  may  not  be  able  to  extract 
iL  In  this  case,  the  head  must  be  crushed  by  a  cephalotribe, 
of  which  the  best  is  the  Tarnier.  The  central  spike  is  Inserted 
in  the  head,  and  the  heavy  forceps  applied  transversely.    The 
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head  is  then  crushed  and  delivered.  This  instrument  is  expen- 
sive and  not  likely  to  be  found  outside  of  maternity  hospitals. 
A  fairly  good  substitute  is  the  Tarnier  axis-traction  force[)s, 
with  the  blades  screwed  as  close  together  as  possible. 

If  the  cranioclast  tears  off  once  or  twice,  sharp  spicules  ol 
bone  are  likely  to  protrude  from  the  wound  in  the  cranium. 
These  should  be  looked  for  and  removed,  before  the  head  is 
brought  down.  If  the  cranioclasl  fails,  and  no  cephalotribe  is 
available,  the  head  may  be  delivered  by  two  heavy  volsells, 
taking  firm  grips  of  the  bone  and  scalp,  and  applied  ooe  alter- 
nately above  the  other  as  the  head  is  brought  down. 

Craniotomy  j^  sometimes  needed  in  the  after-coming  head. 
In  thiscasc  the  skull  is  perforated  through  the  roof  oEthemoulb 
or  through  the  foramen  magnum.  With  the  head  open,  it  can 
be  delivered  with  forceps  as  it  collapses.  In  these  cases  lie 
body  must  never  be  cut  away  from  the  head,  as  the  body  is  i 
very  convenient  handle,  and  if  the  head  is  freed,  it  usualK 
retreats  in  the  uterine  cavity;  the  necessary  craniotomy 
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thereby  made  much  more  difficult.  If  this  has  happened,  the 
stump  of  the  neck  is  caught  with  a  volsellum,  the  head  thereby 
steaxlied,  the  skull  perforated  where  it  can  be  most  easily 
neached,  and  the  cranioclast  inserted.  The  head  is  then  ex- 
tracted by  combined  pull  on  the  volsellum  and  cranioclast,  so 
that  the  neck  is  brought  down  first,  to  avoid  tearing  of  the 

Uterus  and  vagina  by  sharp  edges  of  bone. 

After  ever\'  craniotomy,  the  uterus  should  be  washed  out,  on 

luxount  of  the  amount  of  handling  necessary,  and  examined  for 

(possible  injury. 

Decapitation 

Indications. — Shoulder  presentation,  impacted,  with  high 
^otitraction  ring  and  a  dead  child.  If  the  child  is  alive,  and  in 
^ood  condition,  and  the  contraction  ring  is  so  high  that  podalic 
version  is  not  to  be  considered,  cesarean  section  should  be  done. 
The  diagnosis  of  the  child's  condition  is  made  by  palpation  of 
the  cord,  under  proper  aseptic  precautions. 

Technic. — (i)  The  patient  is  arranged  on  a  table,  in  the 
dorsal  position,  properly  cleansed  and  anesthetized. 

(2)  If  the  arm  is  prolapsed,  it  is  cleansed,  wrapped  in  wet 
sterile  gauze,  a  fillet  is  put  around  the  wrist  and  the  arm  is  not 
replaced  in  the  vagina. 

(3)  The  entire  hand  is  placed  in  the  vagina,  and  two  fingers 
locate  the  neck. 

(4)  The  head  can  be  amputated  by  a  Braun  hook,  sharp  on 
the  inside,  or  a  Ramsbotham  sharp  sickle-shaped  knife,  or  a 
wire  saw. 

« 

These  methods  are  not  necessary,  much  the  best  way  is 
as  follows:  A  piece  of  heavy  string  (fish  line)  or  umbilical 
tape,  three  feet  long,  is  boiled.  A  small  loop  is  made  in  one 
end,  and  this  loop  slipped  over  the  end  of  the  middle  finger. 
The  whole  hand  is  inserted,  the  fingers  carried  over  the  neck 
from  behind^  reaching  as  far  around  the  neck  as  possible.  The 
linger  is  then  worked  out  of  the  loop,  leaving  the  string  in  situ. 
The  £ngers  then  reach  around  the  neck  irom  in  jronl,  \>lvciV^'^n^ 
Is  caught  and  the  striufr  pulled  around  die  necVL^xAo\xV^v\fc'^^ 

30 
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vulva.  The  neck  is  now  sawed  through,  with  the  grcait^i 
ease  and  rapidity,  the  spinal  column  oSering  no  obsucle,  Tb: 
method  is  infinitely  quicker,  easier  and  neater  than  any  othfr 

(g)  When  the  head  is  se\-ered,  the  body  is  delivered  firetby  J 
traction  on  the  prolapsed  arm.  It  is  impossible  to  deliver  the  I 
head  first,  and  no  attempt  should  be  made  to  do_it.  1 

(6)  The  whole  hand  is  inserted  in  the  uterus,  the  ht-.n: 
grasped  by  putting  two  fingers  down  the  mouth,  the  thumb  ■  ■ 
the  stump  of  the  neck.  The  head  is  brought  through  the  inli 
in  an  oblique  diameter,  aided  by  s'jprapubic  pressure,  rotat.' 
anteriorly  and  delivered.  If  the  pelvis  is  contracted,  the  lu-' 
may  have  to  be  crushed,  but  this  is  very  rarely  necesf,Tr 
After  the  placenta  is  extracted,  the  uterus  should  be  examini  > 
for  possible  rupture,  and  the  cavity  thoroughly  douched  w:' 
lysol  solution,  i  dram  to  2  pints,  on  account  of  the  exccssr 
handling. 

Amputation  of  Extremities 

This  is  necessary  only  in  monsters.  The  arms  and  legs  ar. 
removed  with  scissors,  until  the  bulk  of  the  child  is  reducci 
sufficiently  to  permit  its  delivery. 

Evisceration  I 

This  is  required  only  in  monstrosities  or  in  unusual  presents-  I 

tions,   such  as  abdominal,    where   the  child  is   dead.    Tbe  ' 

abdomen  and  chest  are  opened  with  scissors,  the  thoracic  and  1 
abdominal  contents  removed  manually,  the  back  broken  asi 
the  child  delivered  if  necessary  by  morcellation. 

Cleidotohy 

Cleidotomy  or  cutting  of  the  clavicles  is  not  often  requireJ 
Indicadons. — (i)  Impacted  shoulders,  in  very  large  c!ii!;- 
dren,  after  delivery  of  the  head;  (2)  after  craniotomy;  1 
in  anencephahc  monsters,  who  often  make  up,  in  hreadth  ■  ■ 
shoulders,  what  they  lack  in  head, 
Teehnk. — (.1)  The  Wad  \?j  puN^ei  Aa-wwiacd,  to  put  the  neck 
on  a  stretch,  but  il  the  duiiis>aNi>)t,^tiV»iSi«Ks^-^\!ii«(is»a^ 
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the  cervical  roots  of  the  brachial  plexus;  (2)  the  anterior  cla vi- 
de is  located  and  with  scissors  is  cut  about  its  middle.  It 
is  rarely  necessary  to  cut  both;  (3)  after  delivery,  the  skin 
wound  is  sutured  and  the  case  treated  as  one  of  fractured 
davicle. 

Theoretically  there  is  some  danger  of  injury  to  the  cervical 
loots  of  the  "brachial  plexus  and  the  subclavian  artery.  Prac- 
tically, as  the  shoulders  are  compressed  in  the  pelvic  canal, 
the  clavicles  are  bowed  outward,  away  from  the  vessels  and 
nerves,  so  the  danger  is  not  great,  with  reasonable  care. 

SYMPHYSEOTOMY 

Symphyseotomy  (often  called  Sigault's  operation)  is  the 
cutting  of  the  symphysis,  to  allow  expansion  of  the  pelvis 
and  vaginal  delivery  of  the  child.  Its  one  time  popularity 
was  due  to  the  high  mortality  of  cesarean  section,  in  the  pro- 
antiseptic  days,  and  has  been  waning  since  the  improvement 
in  the  methods  in  cesarean  section.  The  operation  is  contra- 
indicated  in  pelves  whose  conjugate  is  less  than  7.5  cm.  at 
the^brim.  If  section  of  the  pelvis  be  desired,  pubiotomy  is 
better. 

Indications. — (i)  As  an  elective  operation  in  contracted 
pelves  whose  conjugate  is  not  less  than  7.5  cm.,  (2)  in  trans- 
versely contracted  pelves  whose  transverse  of  the  outlet  is 
not  less  than  6  cm.;  (3)  in  cases  of  impacted  face  presentations 
with  the  chin  posterior,  where  the  child  is  alive. 

Technic. — (i)  The  patient  is  prepared  both  for  abdominal 
section  and  plastic  operation,  arranged  in  the  dorsal  position 
and  anesthetized. 

(2)  A  small  incision  is  made  just  above  the  symphysis 
(Italian  method  and  the  best)  or  over  the  joint  (French). 

(3)  The  pubic  attachment  of  the  recti  is  then  cut  trans- 
versely, enough  to  get  one  finger  behind  the  symphysis. 

(4)  A  metal  catheter  is  passed  into  the  urethra  and  by 
downward  pressure  the  urethra  is  held  out  of  the  way. 
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(5)  A  curved  Galbiati  knife  is  passed  under  the  sjinphysi  I 
and  the  joint  severed.     Usually  the  subpubic  ligament  must 
be  severed  separately. 

(6)  The  very  free  hemorrhage,  from  the  crus  clitoridis,  ii 
checked  by  packing  the  wound  with  sterile  gauze. 

(7)  The  patient's  pelvis  is  supported  by  assistants,  and  the 
child's  head  is  drawn  slowly  through  the  pelvis  by  forceps,  ur 
the  case  is  left  to  nature.     The  latter  is  the  safer  plan.  J 

(8)  As  soon  as  the  child  is  delivered,  the  patient's  thighs  are  I 
brought  together.  1 

(g)  The  wound  is  explored  with  the  finger,  after  ilic 
packing  is  removed,  to  see  that  the  bladder  is  not  nippeti 
between  the  edges  of  the  cut  bone. 

(10)  It  is  not  necessary  to  wire  the  symphysis,  J 

(11)  The  wound  is  closed  with  silkworm-gut  sutures,  aiwl  I 
the  pelvis  supported  by  a  broad  adhesive  strap,  encircling  it.  1 

After-care.— The  after-care  is  difBcull  and  troublewmc 
The  patient's  pelvis  is  kept  immobilized  by  adhesive  sirii|i> 
or  a  laced  canvas  binder,  and  she  must  He  on  a  matiress 
free  from  sagging,  or  on  a  Bradford  frame.  j^^ 

Dangers. — (i)  Hemorrhage,  from  the  vesical  plexus  *i^| 
the  crus  clitoridis;  (i)  injuries  to  the  bladder  and  sacro-iliii^| 
joints  during  delivery;  (3)  non-union  of  sjrmphysis;  (4)  in-  1 
fection  of  wound,  | 

After  the  vagina!  work  has  been  completed,  the  svmphysea' 
wound  is  handled  only  with  fresh  sterile  instruments  an' 
fresh  gloves. 


If  the  pelvis  is  to  be  cut,   this  is  the  better  operalii 
The   principle   is   cutting    the   pubis,  midway  between  ^^^ 
symphysis  and  obturator  foramen,  on  the  side  on  whicii  thi 
child's  occiput  is,  and   preferably  allowing  nature  to  tinisi' 
delivery,  rather  than  terminate  the  labor  by  forceps. 
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Technic. — (i)  The  patient  is  prepared  as  for  abdom 
section,  and  also  for  vaginal  delivery,  arranged  in  the  doi 
position,  and  anesthetized. 

(3)  A  small  incision  is  made  just  outside  the  pubic  s 
on  the  side  on  which  is  the  child's  occiput- 

(3}  A  large   DSderlein  needle,  with  a  hook  instead  of  JI 
point,  is  passed  around  the  bone,  hugging  it  as  closely  a" 
possible. 

(4)  The  labium  on  the  same  side  is  pulled  as  far  as  possible 
across  the  vulva,  to  allow  the  point  of  the  needle  to  emerge 
as  far  as  possible  from  the  vulvar  orifice.  The  skin  is  nicked 
and  the  needle  emerges. 

(s)  A  Gigli  wire  saw  is  attadjed  to  the  needle,  and  pulled 
back  along  the  track  through  which  the  needle  passed- 

(6)  The  bone  is  sawed  through,  with  the  saw  as  near  in  i 
straight  line  as  possible  (to  prevent  breaking).  At  this  point 
there  is  profuse  bleeding  from  the  crus  cli tori dis,  and  ihewouod 
may  have  to  be  packed  and  vaginal  counlerpressure  applied 
by  a  gauze  sponge  held  in  a  clamp. 

(7)  The  bones  separate  immediately  about  2  cm,,  as  the 
head  passes  through  the  pelvis  this  increases  to  4  cm.  or  over. 

(8)  The  head  may  be  delivered  with  forceps,  or  allowed  I" 
descend  naturally,  this  latter  plan  minimizing  the  rist  nf 
tearing  through  into  the  vagina.  The  patient's  pelvis  musl  bt 
supported  in  either  case,  to  avoid  injury  lo  the  sacro-ili^' 
joints.     Version  is  to  be  avoided. 

(g)  As  soon  as  the  child  and  placenta  are  extracted,  ibi- 
patient's  thighs  are  approximated;  with  fresh  gloves  ihi 
small  wounds  are  sutured  and  dressed,  and  the  pelvis  is  in; 
mobilized  with  adhesive  straps.  Catheterization  will  sbL^ 
injury  to  the  bladder,  if  any. 

(lo)  The  after-treatment  is  that  of  symphyseotomy. 

Dangers. — (i)  Hemorrhage,  from   the  crus  clitoridis;  {:'' 
extensive  hematomata,  which  are  prone  to  become  infected, 
(j)  lacerations  through  into  the  vagina,  during  delivery- 
serious  accident  because  oi  \iie4s.u?,«  tilvniection;  {4)  injuiiea 
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E  the  bladder,  causing  urinary  infiltration  of  the  prevesical 
S>ace;  (5)  injury  to  sacro-iliac  joints. 

The  patient  is  usually  able  to  leave  her  bed  and  walk  in  the 
fourth  week— much  sooner  than  in  symphyseotomy. 

Prognosis. — An  average  maternal  morbidity  (fever,  hema- 
turia, etc.)  of  40  per  cent.  A  maternal  mortality  of  4.9  per 
cent,  and  a  fetal  mortality  of  10  per  cent.  After  symphyse- 
otomy there  is  usually  some  permanent  enlargement  of  the 
pelvis.  This  does  not  occur  after  pubiotomy,  and  the  callus 
formation  has  proved  a  further  obstruction  in  subsequent 
labors.  Symphyseotomy  may  not  be  done  twice,  Pubi- 
otomy can  be  repeated  but  preferably  not  on  the  same  side, 
and  cesarean  section  is  better. 
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Principle. — Incision  of  the  cervk  and  lower  uterine  segment, 
anteriorly  in  the  middle  line,  through  the  internal  os,  after 
adequate  separation  and  adequate  protection  of  the  bladder. 

Time  of  Operation, — Unnecessary  prior  to  the  third  month; 
dangerous  after  seven  and  one-half  months,  because  of  the 
risk  of  tearing  the  bladder,  but  between  three  and  seven 
and  one-half  months,  it  is  the  best  operation  rapidly  to  empty 
the  uterus,  with  a  minimum  of  shock. 

Indicatioas.^(i)  Any  condition  requiring  rapid  delivery 
between  the  third  and  seventh  month  of  pregnancy,  es- 
pecially where  the  cervix  is  uneffaced  and  undilated;  {2) 
intractable  rigidity  of  the  cervix. 

Anesthesia  is  preferably  general.  In  any  case  up  to  the 
fifth  or  sixth  month,  local  infiltration  anesthesia  answers  per- 
fectly, but  after  this  date,  the  traction  on  the  child  to  secure 
delivery  is  such  as  to  make  general  anesthesia  desirable.  If 
the  patient's  condition  contra -indicates  general  anesthesia, 
local  anesthesia  will  prove  satisfactory  at  any  lime. 

Tie  local  anesthetic   is  best  J^  of  i  per  cent.  (1-400) 
solution  to  each  ounce  of  which  10  drops  of  i-iooo 
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adrenalin  solution  has  been  added.  This  solution  can  1< 
used  in  large  quantities  as  it  is  practically  non-toxic.  Failing 
this  solution,  2  per  cent,  ^-eucain  or  i  per  cenl,  cocain  solu- 
tion may  be  used,  but  much  more  sparingly.  The  best  sj-rin^i 
is  a  Record  or  all-glass  Luersyringe.o/  10  mil  capacity,  steritizi' 
by  boiling.  The  |H)ints  of  injection  are:  (1)  .interiorly  undr 
the  bladder;  (2)  to  either  side  of  the  cervix  {at  three  and  nir' 
o'cU>ck);  (,;)  straight  into  \\\- 
cervical  muscle,  parallel  to  ih' 
canal,  at  three  and  nine  o'clock. 
The  operation  may  be  begun 
two  or  three  minutes  after  tic 
injections  are  completed. 

Technic— An  operating  table, 
good  light,  proper  instruments 
and  ample  assistance  are  essen- 
tial. Failing  these,  the  opera- 
tion is  better  not  undertaken, 
above  all  not  in  placenta  praevia. 
(i)  The  patient  is  arranged 
in  the  dorsal  position  on  1 
table,  carefully  cleansed,  anH 
anesthetized. 

(j)  The   cervix   is  caught  at 
each    side    with    a    lion-jancd 
volsellum,  and  the  perineum  retracted  by  a  weighted  Au\aril 
8[>eculum. 

(3)  A  longitudinal  incision  is  made,  on  the  anterior  vaginal 
wall,  through  the  mucosa,  from  near  the  urethral  orifice  to 
the  vaginal  attachment  at  the  cervix.  A  transverse  incision 
is  made  across  the  anterior  lip  of  the  cervix,  at  the  attachment 
of  the  vaginal  mucosa,  meeting  the  lower  end  of  the  longitu- 
dinal cut  at  right  angles,  like  an  inverted  T. 

(4)  The  mucosa  is  caught  on  each  side,  with  a  bemostal  a! 
tiie  angle  formed  by  the  two  incisions,  and  is  dissected  off  the 

i>/ttdder. 
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)  The  uterovesical  ligament  is  cuE,  and  the  bladder  is 
pushed  up,  by  blunt  dissection  by  the  forefinger,  protected 
by    sterile    gauze,   until  the  peritoneal  reflection  is  reached. 

(6)  A  vaginal  retractor  is  then  passed  under  ihe  bladder, 
to  protect  it,  taking  care  not  to  push  the  point  high  enough 
111  break  through  into  the  peritoneal  cavity, 

(7)  The  cervix  is  now  pulled  strongly  downward,  by  the 
vulsella  attached  to  it,  and  is  incised  by  straight  ht'avy  scissors, 
in  the  middle  line,  through 

the  internal  os.  It  is  essen- 
tial that  the  incision  be  in 
ihe  middle  bne  and  it  is 
very  easy  to  deviate  to  one 
side,  unless  care  be  used. 

(8)  The  child  is  now  ex- 
tracted by  placental  for- 
ceps, ovum  forceps,  minia- 
ture Simpson  or  full  size 
forceps,  depending  upon  the 

date     of     pregnancy.     As 

Soon  as  the  cervix  is  cut,  the 

anterior  retractor  is  in  the 

Way  and  should  be  removed,      .      '"    ?'^""~     f"^'  .'^^'^■';^5™   ^"^ 

^  tiun,      Ihe  site  oi  Ihc  ini'ision  in  the 

especially  if  the  pregnancy     ctnix. 
has  passed  the  fifth  montli. 

(q)  The  placenta  is  extracted,  and  the  patient  is  given,  hypo- 
riermically,  two  ampules  of  aseptic  ergot  and  one  ampule  of 
pituitnn. 

(10)  The  ulerus  is  washed  out  with  sterile  water. 

(11)  The  uterine  cavity  is  packed  with  a  gauze  strip,  even 
though  at  the  time  it  seems  firmly  contracted  and  not  lo  need 
packing. 

( I  j)  The  cervical  wound  is  closed,  by  interrupted  stitches  of 
number  t,  chromic  catgut.  The  first  stitch  is  placed  about  the 
middle  of  the  wound,  and  using  this  as  a  traction  stitch,  the 
higher  stitches  are  put  in,  and  then  those  in  the  lower  half  of 
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the  wound.  The  vaginal  retractor  under  the  bladder  is  agair 
needed,  until  the  upper  half  of  the  cervical  wound  is  c!ok>; 
Care  must  be  taken  not  to  pass  any  stitch  through  the  packin; 

(13)  The  vaginal  mucosa  is  now  sewed  back  in  place,  whfr 
it  belongs.  The  portion  of  the  longitudinal  incision  just  abu^ 
the  cervix  is  not  sutured,  but  left  open  for  drainage,  and  a  sma. 
atrip  of  packing  put  under  the  bladder.  If  this  precaution 
be  neglected,  an  enormous  hematoma  may  form.  I 

(14}  The  vagina  is  packed  with  sterile  gauze,  and  the  patient  j 
returned  to  bed. 

(15)  A  note  is  made  on  the  chart  thai  three  pieces  of  packin;; 
are  to  be  removed  and  accounted  for. 

(16)  Twenty-four  hours  later,  the  packing  is  removed,  aiid 
the  uterus  washed  out  with  sterile  water.  If  the  placenta  has 
been  removed  entire,  there  should  be  no  occasion  to  explore 
the  uterus  with  placental  forceps.  In  case  of  doubt,  thi; 
should  be  done. 

(17)  The  after-care  and  convalescence  is  that  of  the  ordinan- 
plastic  operation. 

A  contra-indication  to  this  operation  is  placenta  prsevia,  due 
to  the  danger  of  hemorrhage  and  infection.  In  any  case  tht 
Operation  is  not  an  easy  one  and  is  not  to  he  undertaken  UghiK 
If  done  after  the  seventh  month  of  pregnancy,  the  danger  1 
the  bladder  is  very  great, and  the  vesicovaginal  fistula  is  alwa>- 
atasituation  most  awkward  to  repair.  Unless  the  lowest  stitch 
in  the  cervix  is  put  in  at  right  angles  to  the  others,  an  everted. 
eroded  cervix  may  result.  There  is  as  a  rule  no  danger  of 
rupture  of  the  lower  uterine  segment  in  subsequent  deliver)'. 

CESAREAN  SECTION 
HiBtorical. — The  operation  probably  owes  its  name  to  the 
latin  "cedere" — to  cut,  and  not  to  the  reputed  birth  oi 
Julius  CiBsar.  It  was  done  for  the  first  time  successfully 
about  1500  A.  D.  by  aSwissswinegclder,  onhisown  wife.  The 
first  deliberate  opcia\.\oti  ■»!&,%  S.'n.  \6\q.  As  the  operation  is 
I  /requenUy periormedamou%?a^i'it^*«^'S'A^'^"««?a»!«iaaWYj 


much  older  than  the  dates  given  above.  Prior  to  Porro  (1877) 
and  Stoger  (1882)  the  mortality  was  so  great  that  it  was  only 
done  as  a  last  resort. 

Indications  are  of  two  classes:  I.  Absohde — a  pelvis  con- 
tracted below  7  cm.  at  the  brim  or  6.5  cm.  transversely  at 
the  outlet;  (2)  absolute  obstruction  by  a  tumor  in  the  pelvis; 

(3)  gigantic  child;  (4)  extensive  cicatrices  or  carcinoma  of  the 
cervix,  vagina  or  rectum. 

n.  Relative — where  a  choice  of  methods  exists,  but  where 
cesarean  section  seems  to  give  the  best  chance  for  both  mother 
and  child.  Perhaps  the  best  example  of  this  is  a  patient  with 
a  contracted  pelvis  with  a  conjugate  of  8  cm.,  who  has  had  one 
or  two  stillborn  children  by  other  methods,  or  a  case  of  placenta 
praevia. 

A  breech  presentation  in  a  contracted  pelvis  adds  consider- 
ably to  the  diflSculty  of  delivery,  and  cesarean  section  will  be 
needed  with  measurements  that  would  not  necessarily  require 
it  in  a  head  presentation. 

To  meet  the  diflFerent  indications  presented,  more  than  one 
technic  is  necessary.  At  least  five  different  methods,  exclud- 
ing the  misnamed  vaginal  cesarean  section,  are  required.  The 
five  are  as  follows:  (i)  The  old  classical  cesarean,  with  the 
long  incision  and  eventration  of  the  uterus  before  opening  it; 
(2)  the  more  modern  short  incision,  opening  the  uterus  in  situ, 
and  then  closing  the  uterine  wound  outside  the  abdomen;  (3) 
one  of  the  many  varieties  of  extraperitoneal  cesarean  section; 

(4)  the  Porro  operation,  sewing  over  the  uterine  cervical  stump 
and  dropping  it  after  hysterectomy;  (5)  the  Porro  operation, 
in  which  the  stump  is  closed,  and  then  marsupialized  by  fixing 
extraperitoneally  in  the  lower  angle  of  the  abdominal  wound 
and  drained.  These  technics  meet  the  indications  presented, 
in  a  way  impossible  if  only  one  method  of  performing  the 
operation  is  used.  In  operations  of  election,  the  best  time  is 
one  week  before  term. 

Preparation  of  the  Patient — In  cases  of  elective  operation, 
the  abdominal  skin  is  as  carefully  piepaied  ^s>  \.oi  ^vc^  oS^^-^ 
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section.     Most  of  Ihe  cases  are  emergencies,  however,  and 

satisfa*:tory  skin  preparation  is  thoroughly  to  shave,  and  ilur 
cover  the  abdominal  skin  with  a  thick  poultice  of  tincture 
green  soap,  held  on  by  a  binder.  This  is  left  on  until  r.i 
patient  is  on  the  table,  then  removed  and  the  skin  furUi. 
cleansed  with  alcohol  and  covered  with  rubber  dam,  ibrougii 
which  latter  the  skin  incision  is  made.  The  dam  answers  tlic 
same  purpose  as  the  surgeon's  gloves. 

In  all  cases,  except  those  who  have  not  recently  been  examined 
and  who  are  not  in  labor,  the  vagina  is  cleansed  and  packed 
with  sterile  gauze.  This  gauze  is  removed  when  the  operation 
is  completed,  otherwise  it  dams  back  the  blood  and  may  bes 
cause  of  postpartum  hemorrhage,  from  retention  of  clots. 

Technic  of  Cesarean  Section 

I.  The  Old  Classical  Operation. — This  is  the  easiest  and 

hence  the  best  for  the  occasional  or  inexperienced  operator,  h 
has  certain  grave  disadvantages:  (i)  The  greater  likelihoi«1 
of  hernia,  in  the  very  long  wound;  (2)  the  greater  chance  oi 
adhesion  of  the  uterine  wound  to  the  abdominal;  (.i)  ihr 
greater  chance  of  contamination  of  the  peritoneal  caviiy, 
especially  after  the  uterus  b  emptied  and  while  the  uterine 
wound  is  being  closed. 

It  is  one  of  the  methods  to  be  considered  in  a  clean  case,  bun- 
not  a  safe  method  in  a  case  where  contamination  is  suspected, 
due  to  repeated  examinations  or  futile  attempts  atdeliven. 

Technic. — (r)  The  patient's  skin  is  prepared  as  for  any 
abdominal  operation  and  in  addition,  the  vagina  is  cleanswl 
and  packed  with  sterile  gauze. 

(2)  As  soon  as  the  operation  is  begun,  the  patient  receives, 
by  hypodermic,  2  ampules  of  aseptic  ergot,  and 
(i  mil)  of  pituitrin,  given  in  that  order, 

(3)  A   long   incision    is   made,    extending   from   hslf- 
between  the  umbilicus  and  xiphoid  to  near  the  symphysis,  and 
the  uterus  delivered  uviV,s\de  vW  s-XiiomiviV  ii.'wxt.v- 

(4)  Large  gauze  pads.,  wVa  ^D^^jAa^^^^* 


ives, 

.pdd 


behind,  to  either  side  and  in  front  of  ihc  uterus,  to  saft^guari! 
the  peritoneal  cavity  from  contamination. 

(5)  An  assistant,  with  both  hands  outspread,  compresses 
the  abdominal  wall  around  the  lower  uterine  segment.  This 
is  not  to  control  hemorrhage,  but  to  prevent  blood  an<i  liquor 
amnii  entering  the  peritoneal  cavity.  To  compress  the  broad 
Ugament  to  control  bleeding  is  a  mistake,  as  it  tends  to  favor 
subsequent  relaxation. 


stitch  of  the  uterine  muscle  and  the   pcritonee 
U  number  3  catgut  of  40-day  durability, 

(6)  The  uterus  is  incised  in  the  middle  line,  anteriorly.  The 
placenta,  if  exposed  by  the  incision,  is  disregarded.  The  child 
is  seized  by  one  leg  and  delivered.  The  cord  is  clamped  in  two 
places  and  cut,  the  child  being  held  meanwhile  head  downward. 
The  child  is  then  handed  to  an  assistant  to  be  revived,  if 
needed,  and  the  cord  tied. 

{7)  The  placenta  is  delivered  manuall>-,  and  the  membranes 
freed  by  gentle  traction. 
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(8)  The  first  layer  of  sutures  is  begun  by  inserting  a  curVl 
needle,  threaded  with  a  long  strand  of  number  2  chromic  cat- 
gut, through  the  uterine  wall  above  the  wound  and  emerging  in 
the  upper  angle  of  the  wound,  just  above  the  endometrium. 
The  cut  muscle  is  then  closed  in  two  layere,  by  a  continuous 
tier  stitch,  care  being  taken  not  to  penetrate  the  endometrium. 
When  the  upper  angle  of  the  wound  is  reached,  in  the  return, 
the  needle  penetrates  the  wall  and  emerges  above  the  wound, 
opposite  the  point  of  insertion;  the  stitch  is  then  tied.  Thus 
no  knot  is  buried  in  the  wound. 

(9)  The  peritoneal  covering  of  the  uterus  is  closed,  by 
continuous  stitch  of  number  2  chromic  catgut,  threaded  an 
straight  needle,  sewing  from  above  downward,  and  on  relum- 
ing the  needle  is  inserted  between  the  insertions  made  on  the 
downward  trip.  This  stitch  is  also  tied  above  the  uteriiip 
wound,  the  complete  stitch  appearing  Uke  a  laced-up  shoe. 

(10)  The  uterus  is  returned  to  the  abdominal  cavity;  an> 
clots  are  sponged  out  of  the  peritoneum  (usually  only  a  small 
amount,  if  any,  near  the  bladder),  and  the  abdominal  wounil 
closed  and  dressed  in  the  ortlinary  way. 

11.  The  Sanger  Operation  with  the  Short  High  Incision.— 
This  is  the  best  operation  for  the  unquestionably  clean  case: 
especially  for  operations  of  election.  It  has  the  very  gieai 
advantage  of  preventing  the  coincidence  of  the  uterine  and 
abdominal  wounds,  and  therefore  minimizing  the  dangers  1 ' 
adhesions.  The  short  wound  is  much  less  Ukely  to  be  the  .-i: 
of  a  hernia.  It  is  slightly  more  difScult  than  the  old  classic... 
operation.  The  only  contra- indication  to  it  in  a  dean  cast 
would  be  a  case  of  placenta  prievia,  where  it  is  vital  to  prevent 
all  possible  loss  of  blood  during  the  operation,  as  here  the  broad 
ligament  cannot  be  compressed  while  the  uterus  is  being  openc' 
in  the  case  of  the  long  incision.  Otherwise  it  is  by  all  oiii: 
the  best  operation  for  the  clean  case. 
Teckfiic. — (i)  The  patient's  abdomen  and  vagina  are  prt- 
pared  as  prev-iousVy  de«:u\>a6,&Tii\.\ie.Mme  dose  of  ergot 
tuitrin  is  given  wYieu  A»e  'i^ta,'C\OTi.\?.\i«gi-Q.. 
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(2)  A  short  central  incision  is  made,  one-third  above  and 
two-thirds  below  the  umbilicus,  just  long  enough  to  permit  the 
delivery  of  the  head. 

(3)  An  assistant  compresses  the  abdominal  walls  around  the 
uterus,  in  sitUy  making  greater  pressure  from  the  patient's 
right  toward  her  left  side.  This  is  to  overcome  the  normal 
lateral  torsion  of  the  uterus,  and  if  it  is  not  done,  the  uterine 
incision  will  be  too  near  the  left  broad  ligament,  with  consider- 
ably more  hemorrhage. 

(4)  The  uterus  is  incised  and  the  child  delivered  and  treated 
as  previously  described. 

(s)  As  the  head  is  being  delivered,  the  assistant  hooks 
his  forefinger  in  the  upper  angle  of  the  uterine  wound,  and 
puUs  the  uterus  out  of  the  abdomen,  and  then  packs  off  with 
gauze  behind  and  to  either  side. 

(6)  The  placenta  and  membranes  are  then  delivered  as 
previously  described. 

(7)  The  uterine  wound  is  closed  exactly  as  in  the  previous 
operation,  the  uterus  returned  to  the  peritoneal  cavity,  and  all 
clots  sponged  out. 

(8)  The  abdominal  wound  is  closed  and  dressed  as  usual. 
IK.  The  Extraperitoneal  Cesarean  Section  (Laparo-elytro- 

toniy). — ^It  is  well  known  that  the  chief  danger  of  cesarean 
section  is  the  risk  of  peritonitis  in  the  case  which  has  been 
repeatedly  examined  and  handled,  before  the  operation  is 
undertaken.  The  attempt  to  avoid  this  risk  led  to  many  ways 
of  doing  the  operation  extraperitoneally.  Some  twenty-five 
different  methods  have  so  far  been  devised.  None  of  them  is 
really  extraperitoneal,  if  by  this  be  meant  that  it  is  not  pos- 
sible for  contamination  of  the  peritoneum  to  occur  during  or 
after  the  operation.  Most,  if  not  all,  however,  reduce  this 
danger  to  a  minimum,  and  this  is  the  most  that  can  be  claimed 
for  them. 

The  ideal  indication  for  the  operation  is  the  case  which  has 
been  in  labor  for  a  considerable  time,  whose  lower  uterine 
segment  is  therefore  well  thinned  out,:  v^Yio  \:ias»\>t«xi\^^^'2k.\&^ 
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examined;  whose  child  is  in  gooc!  condition  but  who  is  nM 
obviously  infected;  one  whose  previous  aseptic  tnanagemen: 
is  open  to  suspicion,  but  not  one  where  infection  is  a  practical 
certainty.    It  has  certain  disadvantages;  (1)  It  is  the  mu-t 
difficult  technically,  of  all  the  cesareans;  (2)  it  is  not  to  k 
attempted  before  the  patient  is  in  labor,  as  the  lower  uterine 
segment  is  not  thinned  cut;  (j)  above  all,  it  is  fwl  the  opetsj 
lion  for  placenta  previa.     This  is  because  of  the  excessrifl 
bleeding.    These  objections   apply   more  or  less   to  all  th^ 
methods  of  extra[)eritoneal  cesarean,  but  particularly  to  the 
one  whose  technic  is  here  described. 

Tecknic. — (r)  The  patient's  abdomen  and  vaginal  canal 
are  prepared  as  previously  described,  and  the  doses  of  ergi! 
and  pituilrin  given. 

(2)  A  central  incision  is  made,  from  two  inches  below  lh<i 
umbilicus  to  the  symphysis. 

(3)  The  peritoneum  of  the  lower  uterine  segment  is  splJi 
in  the  middle  line  and  dissected  down  behind  the  bladder. 

(4)  The  parietal  and  viscera!  layers  of  ihe  peritoneum  art 
then  clamped  or  sewed  together.  The  former  is  quicker, 
easier  and  satisfactory.  This  leaves  an  oval  space  of  raw 
uterine  muscle  exposed. 

(5)  A  broad-bladed  retractor  is  then  placed  behind  tbe 
bladder  in  the  lower  angle  of  the  wound. 

(6)  The  lower  uterine  segment  is  ojiened  in  the  middle  lint. 
and  the  child's  head  delivered  through  the  wound,  with  forcep- 
During  the  delivery  of  the  head,  the  retractor  is  removed,  s- 
its  presence  increases  the  risk  of  a  tear  of  the  bladder.  ^ 
breecli  presentation  makes  this  step  of  the  operation  con.'il 
erably  easier. 

(7)  The  child  is  treated  as  in  the  previous  operations. 

(8)  The  placenta  is  extracted  manually,  with  its  mini- 
branes. 

(g)  The  wound  in  the  lower  uterine  segment  is  then  clowii 
with  a  two-tier  conliYiucius,  ■iVWi'tv  o^  VLumber  2  chromic  calgui 
This  stitch  is  a  Uttle  mtite  ^Sic>^\.  iASii£ta\:»jxv'&«s\'m.>^^n> 
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vious  operations,  but  the  difficulty  is  fairly  easy  to  ovcrconu- 
by  inserting  a  single  stitch  at  the  upper  and  lower  angles  of 
the  wound,  and  using  them  as  traction  sutures,  better  to  expose 
the  incision  for  the  continuous  stitch. 

(10)  The  hemostats  or  stitches  holding  the  two  layers  of 
peritoneum  together  are  removed,  and  the  peritoneum  of  the 
lower  uterine  segment  sewed  back  where  it  belongs,  over  the 
uterine  wound.    Number  2  chromic  catgut  is  used. 

(11)  The  peritoneum  is  cleansed,  and  the  abdominal  wound 
closed  as  usual. 

Due  to  the  suture  line  in  the  lower  uterine  segment,  which 
prevents  it  from  coUapsing  as  it  does  after  normal  labor,  the 
fundus  for  a  few  days  after  labor  is  held  up  rather  high.  This 
is  only  for  a  short  time  and  the  rate  of  involution  proceeds 
normally  thereafter.  The  uterine  and  abdominal  wounds 
coincide  for  a  small  part  of  their  extent  only,  and  adhesions 
are  unlikely.  During  the  whole  operation,  none  of  the  ab- 
dominal organs  except  the  uterus  are  visible,  and  the  smooth- 
ness of  the  convalescence  of  these  cases  will  surprise  one  who 
sees  it  for  the  first  time.  It  is  like  that  of  a  normal  labor  case. 
The  field  of  the  operation  is  limited,  but  in  its  field  it  is  a  very 
useful  procedure. 

IV.  The  Porro  Operation,  with  Dropped  Stump. — This  is 
the  operation  for  clean  cases  complicated  by  fibroid  tumor  or 
other  complication  making  the  removal  of  the  uterus  desir- 
able, but  not  in  a  case  where  infection  is  suspected.  It  is 
also  not  a  method  for  sterilization  of  the  patient  where  such  a 
procedure  is  justifiable. 

Technic. — (i)  Up  to  the  point  where  the  uterus  would 
ordinarily  be  closed,  the  technic  is  precisely  the  same  as  in 
the  first  method  described. 

(2)  The  edges  of  the  uterine  wound  are  clamped  together 
and  the  uterus  removed  by  clamping  both  broad  ligaments, 
cutting  down  to  the  uterine  arteries;  clamping  and  cutting  them ; 
separating  the  bladder  anteriorly  and  amputating  the  uterus 
Y>e}ow  the  internal  os.    All  this  is  pieosd^  XJcv't  'saxw^  "^^  n^^'^ 
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ordinary   supravaginal   hysterectomy,   complicated  by  < 

siderably  more  bleeding. 

(3)  The  cervical  stump  is  tightlj'  closed  over  the  c 
canal,  vising  both  interrupted  and  continuous  □umber  2  cl 
mic  catgut,  as  it  is  vital  to  prevent  leakage.     This  si 
the  operation  is  done  as  soon  as  the  uterus  is  removed. 

(4)  The   broad   ligaments   and   uterine   arteries  are  1 
tied,  and   the  peritoneum  closed  over  the  stump,  across  t) 
pelvis, 

(5}  The  abdomen  is  then  closed  as  usual. 

This  is  not  a  frequently  needed  operation.     Five  per  o 
of  cesareans  would  be  a  liberal  estimate  of  the  need  for  il 

V.  The  Porro  Operation  with  Marsupialization  t 
traperitoneal  Fixation  and  Drainage  of  the  Cervical  Stu 
—This  is  also  an  otjeration  of  Umited  field.  Its 
indications  are:  (i)  A  case  undoubtedly  infected  before  opera- 
tion, but  in  whom  craniotomy  is  not  to  be  considered,  or 
accoimt  of  the  child's  condition;  {2)  ruptured  uterus. 

Technic. — This  is  precisely  the  same  as  in  the  operatioo 
immediately  preceding,  except  that  when  the  stump  has  been 
carefully  closed,  it  is  brought  up  in  the  lower  angle  of  the 
abdominal  wound.  The  parietal  peritoneum  of  the  wound  t- 
then  sewed  around  it  in  such  a  way  as  to  prevent  communicj- 
tion  with  the  general  peritoneal  cavity.  The  abdomiiij! 
wound  is  then  closed,  except  for  the  pouch  al  the  lower  angli, 
at  the  bottom  of  which  is  the  cervical  stump.  This  pouch  i- 
packed  with  gauze  and  drained  and  allowed  to  close  h} 
granulation. 

This  operation  is  rarely  needed,  but  when  indicated,  1: 
greatly  increases  the  patient's  chance  of  recovery. 

Sterilization  of  Patients.— This  should  never  be  done,  excepi 
with  written  consent  of  both  husband  and  wife.  Verbal  con- 
sent is  not  sufficient,  as  patients  have  been  known  to  chanp' 
their  minds,  and  il  is  well  to  have  the  written  proof  of  cooscnl- 
Jne  dictum  of  "once  a.  c«*Mca^  aX's'a.'j'i  %.  ■^^sarean"  is  noi 
I  borne  out  by  facts.    UupX-ute  aV  vW  liXRivos,  was  ~^cfcii^B^ 
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quent  pregnancies  has  occurred  in  not  more  than  3  per  cent. 
of  cases,  and  is  due  usually  to  poor  closure  and  infection.  A 
dean  cesarean  wound  will  safely  withstand  subsequent  labor, 
Whea  it  is  desired  to  sterilize  a  patient,  it  is  best  done  by  the 
excision  of  the  tubes  at  the  uterine  comua,  the  removal  of  the 
inner  inch  of  the  tube,  and  the  closure  of  ihe  cornua,  burying 
the  stump  of  the  tube  between  ihe  layers  of  the  broad  ligament. 
Mere  ligation  of  the  tubes  is  not  sufficient.  All  cesarean 
sections,  whose  recovery  has  been  uncomplicated,  can  sit  up 
after  the  fourteenth  day. 

Complications  During  and  After  Operation.  {\)  Hemor- 
rhage.—T\\t  bleeding  during  the  operation  is  usually  no  more 
than  after  a  normal  labor.  If  it  seems  excessive,  it  should  be 
remembered  that  the  greatest  possible  irritation  of  the  uterine 
muscle  is  the  insertion  of  the  necessary  sutures.  The  suturing 
should  therefore  be  begun  without  delay.  In  emergency,  the 
bleeding  can  be  controlled  by  compression  of  the  broad  liga- 
ments,  but  this  is  rarely  needed. 

Postpartum  hemorrhage  is  not  greatly  to  be  feared;  the  only 
cases  in  ihc  series  on  which  these  conclusions  are  based  were 
three  in  which  no  hypodermics  of  ergot  were  used.  In  all  three 
of  these,  the  bleeding  was  controlled  by  uterine  packing.  I 
should  not  hesitate  to  pack  or  irrigate  a  uterus  sewed  up  as 
herein  described. 

(2)  Infection.— T'WSs,  is  the  most  serious  compUcation,  as  it 
nearly  always  takes  the  form  of  peritonitis.  The  danger  can 
be  minimized  by  careful  selection  of  tlie  type  of  operation 
performed,  and  should  peritonitis  develop,  the  Fowler  position, 
stimulation  and  drainage  are  the  only  means  of  combating  it. 

(3)  Distention.— \l  is  not  uncommon  to  see  considerable 
abdominal  distention  after  a  cesarean  section.  Peristalsis  is 
active  but  the  condition  requires  energetic  treatment,  not  so 
much  on  account  of  any  danger,  but  of  the  extreme  discomfort. 
Hypodermics  of  eserin  salicylate  gr.  i-jo,  strychnin  sulph.  gr. 
\ia  every  four  hours;  hypodermic  of  )-2  ampule  of  pitultrin 
twice  daily;  high  enema  of  alum  oz.  1  to  the  quart;  the  rectal 
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lube  left  in  place  several  hours  at  a  time;  and,  if  there  is 
much  gastric  tympany,  lavage.  This  routine  will  correct  the 
trouble  within  forty-eight  hours  as  a  rule. 

(4)  FeTCT'.— Especially  in  primiparic,  there  may  be  a  rise  of 
temperature  to  102  or  over  al>oul  the  fourth  or  fifth  day.  ac- 
companied by  some  foul  odor  to  ihe  lochia.  This  is  due  to  a 
lack  of  vaginal  drainage,  and  usually  not  to  any  retention  of 
clots  in  the  uterus.  A  daily  vaginal  douche  of  sterile  water  is 
all  that  is  required.  I  would  not  hesitate  to  irrigate  ihc  uienis 
in  these  cases,  if  it  should  be  required,  bul  it  is  very  rarely 
nccessan*'. 

Anesthetic— Should  not  be  nitrous  oxid.  Ether  or  chloro- 
form are  preferable.  The  gas  is  dangerous  to  the  child.  The 
operation  can  be  done  under  local  anesthesia,  but  this  is  un- 
desirable. So  little  time  is  needed  for  the  operation,  that  Ihc 
short  anesthetic  period  is  without  risk.  It  is  also  very  unwse 
to  give  morphin  in  a  cesarean  section,  before  the  operation 
It  enormously  increases  the  risk  of  postpartum  hemorrhage 

Child. — It  is  always  advisable  to  have  a  trained  assistant  m 
conduct  the  revival  of  the  baby.  These  babies  often  show  llic 
effects  of  (he  anesthetic  to  the  mother  and  require  considerable 
attention.  Particularly  is  this  true  when  previous  atiemplss' 
delivery  have  been  made,  with  extra  periods  of  anesthesia 
possible  injury  to  the  child.  It  is  common  to  see  these  babi 
bom  in  asphyxia  livida,  and  they  require  careful  handlii*. 
The  operation  by  no  means  guarantees  safety  for  the  child, 
when  all  these  factors  arc  taken  into  consideration. 

Repeated  cesarean  sections  are  common.  As  many  as  w 
have  been  successfully  done  on  the  same  patient.  This  faf 
must  be  considered,  before  the  question  of  sterilization  of  the 
patient  is  decided  upon. 

Prognosis.^In  good  hands,  ihe  maternal  mortality  should 
not  exceed  5  per  cent.,  in  all  cases,  favorable  and  unfavorable. 
Because  of  ihe  neglected  case,  the  fetal  mortality  is  consider; 
ably  higher,  though  in  favorable  cases,  where  no  attempt,  OEj 
the  most,  conservalwe  aviem^ts,  at  previous  delivery 
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been  made,  should  be  very  small.  The  author's  experience 
with  the  different  technics  described  above  has  been  173 
operations  with  four  maternal  deaths,  or  2.31  per  cent. 

Postmortem  Cesarean  Section. — The  fetus  will  live  from 
five  to  twenty  minutes  after  the  death  of  its  mother,  living 
longer  if  the  mother's  death  comes  very  suddenly.  In  pro- 
longed illness,  with  slow  death,  the  child  often  dies  first.  If 
the  child  is  viable  (past  the  28th  week)  the  abdomen  should 
be  opened  at  once  and  no  time  lost  listening  for  heart  sounds. 
Legally,  the  consent  of  the  family  is  not  required,  but  should  be 
obtained  if  possible.  In  the  dying  patient,  operation  should 
take  place  before  death,  if  the  child's  heart  sounds  show 
distress. 
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Abderhalden  test  in  pregnancy, 

Abdomen  in  pregnancy,  57 

change,  in  size  and  shape,  55 
Abdominal  binder,  89 
in  puerperium,  98 

cesarean     section     in     placenta 
praevia,  268 

distention    after    cesarean    sec- 
tions, 483 

enlargements  of  fetus,  obstruc- 
tion of  labor  by,  2^2 

fat,  pregnancy  and,  differentia- 
tion, 63 

pad,  89 

section  in  puerperal  sepsis,  376 
preparation  for,  411 
routine  after-care,  419 

walls,  examination  of,  in  puer- 
perium, 103 
in  pregnancy,  52 
Abortion,  205,  420 

after-treatment,  209 

causes,  205 

classification,  205 

complete  diagnosis,  209 

frequency,  205 

hemorrhage  in,  261 

incomplete,  diagnosis,  209 

induction  of,  420 
after-treatment,  424 
complications,  424 
indications,  420 
local  anesthesia  for,  423 
packing  after,  423 
perforation  of  uterus  in,  425 
technic,  421 

inevitable,  active  treatment,  207 
diagnosis,  206 
expectant  treatment,  207 
hemorrhage  in,  26X 
Tarnier's  sign,  206 

missed,  209 

packing  uterus  for,  207 

threatened,  diagnosis,  206 


Abortion,  threatened,  hemorrhage 
in,  26^ 
symptoms,  205 
treatment,  206 
tubal,  212 
Abruptio  placentae,  270 
Abscess,     fixation,     in     puerperal 
sepsis,  375^ 
ischiorectal,  in  puerperal  sepsis, 

391 
of  areola,  359 

of    Bartholin's    gland,    obstruc- 
tion of  labor  by,  241 
of  breasts,  361,  362 
after-treatment,  365 
Bier's  hyperemia  in,  364 
differential  diagnosis,  363 
symptoms,  362 
treatment,  363 
pelvic,  in  puerperal  sepsis,  381 
posterior  pelvic  puncture 
for,  382 
F)ostmamraary,  365 
submammary,  365 
suburethral,   in   pregnancy,    164 
Absence  of  breasts,  303 
Accidental  hemorrhage,  270 
Accouchement   forc6  in  eclampsia, 

203 
Acetonuria  in  extra-uterine   preg- 
nancy, 213 
Acne  in  new-born,  396 
Adenoma  of  breast  in  pregnancy, 

172 
Adherent  placenta,  143 

intractable,  146 
AdipocerCj  159 

After-coming  head,  extraction,  461 
After-pains  in  puerp>erium,  97 
Age,  effect  of^  on  labor,  248 
Albuminuria  m  pregnancy,  177, 19c 
hot  pack  in,  195 
prognosis,  197 
treatment.  194 
vapor  batn  in,  195 
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Alcohol  ■□  inertia  uteri,  iiS 
Alexander   operation   in    felrover- 

sion  of  uterus,  ill 
Alimentary  canal,  nontoxic  discwcs 

of.  in  pregnancy,  170 
Amnion,  40 

abnormalities  of,  147 


I 

I 

I 
I 


mniotic  ban  lis,  147 
fluid,  40,  147 

abnormalities  of,  147 
deficiency  of,  148 
excessive  secretion  of,  147 
Amputation  of  extremities  i>(  fetus, 

466 
Anaphylaxia  theory  of  labor,  70 
Anemia  of  pregnancy,  j2 
pernicious,  in  pregnancy,  174 
puerperal.  344 
Ancathcaa     in     anterior     vaginal 
hysterotomy,  471 

in  cclamp^,  igg 

in  labor,  79 

local,  (or  induction  of  abortion. 

Anomalies  in   forces  of  expulsion. 

Anteflexion  of  pregnant  uterus,  167 

Antepartum  fetonietry,  126 
hemorrhage,  261 

Anus  vestibularis,  343 

obstruction  of  labor  by,  342 

Anvil-shaped  uterus,  30 

Aphtha;  in  new-born,  407 

Apoplexy,     eclampsia     and,     dif- 
ferentiation, 198 

Appendicitis  in  pregnancy,  r70 

Arbor  vitie,  15 

Areola,  abscess  of,  3m 

Arm,  fractures  of,  in  new-born,  400 

Arthritis  in   puerperal  sepsis,   389 


puciperal,  346 
Artificial  feeding  of  p 


Byrd  method,  395 
Dew  method,  395 
Laborde    intermittent    tongue 

traction  in,  395 
jungmolor  for,  jqj 
Mirshatl  Hall  meliiod,  in* 
swinging  metbod,  jq* 


Artificial  resinration.  Sylvd 

method,  395 
Ascites,   pregnancy   and,  diflere 

tiation,  6j 
Asphyxia  livida,  391 


,   obstructioB  0 


artificial  recitation  in,  J4} 

causes,  39) 

curative  treatment,  jql 

diagnosis.  392 

preventive  treatment,  j^i 
of  new-bom  infant,  392 
pallida,  39  a 
.\ssimilation  pelvis,  340 
Asthma  in  pregnancy,  176 
Atelectasis  m  new-bom,  396 
Atony  of  uterus,  puerperal  hemor- 
rhage from,  1J9 
Atresia   of   cer\U, 

labor  by,  243 
of  vagina  obstruction  of  L 

by,  24* 
Atrophy  of  pelvL,  .^ 

of  uterus  m  lactation,  351 
Atypical  pelves,  jjq 
Auscultation  in  pregnancy,  67 
Axilla,  swollen  gland  in,  353 
Axis-traction  forceps,  454 

application,  4SS 

De wees'.  4SS 

indications,  466 

Tamier's,  455 

Babv,  blue,  410 
Baclerins  in  puerperal  sepsis,  jjj 
Bags  for  dilating  cervii,  care  of,  44e 
Baldy  operation  in  retroversion  oj 


Barnes'    bag    for    diUting 

437  ,      . 

Bartholin's  glands,  23 

abscess  of,  obstruction  ol 

by.  Mi 

Ilasins  for  home  operation,  j 

Bathing  new-born  infant,  io„ 

Baudelocque's  diameter  of  p 
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^irth  paralyses  in  new-born,  404 
^irth-canal,  injuries,  in  labor,  281 
lacerations  of,  hemorrhage  from, 
277 
diagnosis,  277 
treatment,  278 
Bivalve  speculum,  Collin's,  289 

method  of  inserting,  288 
Bladder,  diseases  of,  in  pregnancy, 
177 
full,  in  labor,  81 
in  pregnancy,  53 
overdistended,     obstruction     of 
labor  by,  242 
pregnancy     and,     differentia- 
tion, 63 
stone  in,  in  pregnancy,  1 78 
Blastodei-m,  36 
Blastodermic  vesicles,  36 
Blastula,  36 
Bleeding,  intestinal,  in  new-born, 

399 
Blood,  diseases  of,  m  pregnancy, 

174 
in  new-bom  infant,  105 

transfusion,  in  puerperal  sepsis, 

376 
urea  in,  in  pregnancy,  192 
nitrogen  m,  in  pregnancy,  192 
Blood-clots,  retention  of,  in  puer- 

perium,  349 
Blood -pressure      apparatus, 
Nicholson's,  190 
Tycos,  189 
high,  in  pregnancy,  189 
in  eclampsia,  198 
in  pregnancy,  52 

high^  189 
reduction  of,  in  eclampsia,  199 
Blood-vessels  of  uterus,  26 

in  pregnancy,  54 
Blue  baby,  410 

milk,  359 
Blunt  hook  for  breech  extraction, 

461 
Bougies,  Hegar's,  for  dilating  cervix, 

431 
Bowels,  care  of,  in  puerperium,  99 

in  new-bom  infant,  105 
Bradford  frame  for  pelvic  fracture, 

282 
Braun's  cranioclast,  464 

metreurynter  for  dilating  cervix, 

439 


Braxton  Hicks'  sign  of  pregnancy  ,60 
Breasts,  abscess  of,  361,  362.     See 

also  Abscess  of  breasts. 
absence  of,  303 
caked,  359 

care  of,  in  puerperium,  99 
changes  in,  in  pregnancy,  56 

in  puerperium,  96 
diseases  of,  353 

in  pregnancy,  172 
engorgement  of,  359 
hypertrophy  of,  353 
in  pregnancy,  52,  57 
massage  of,  technic,  360 
supernumerary,  353 
tumors  of,  365 
Breech,  extraction,  459 

decomposition  method,  460 

manual  method,  460 

with  blunt  hook,  461 

with  fillet,  460 

with  forceps,  461 
presentations,  132 

cause,  133 

diagnosis,  133 

forceps  in,  453 

frequency,  132 

management,  135 

mechanism,  134 

prognosis,  135 
Broad  ligament  hematoma  in  puer- 
perium, 348 
Brow  presentation,  130 

abnormalities    in    mechanism, 
132 

cause,  131 

diagnosis,  131 

forceps  in,  453 

frequency,  130 

management,  132 

mechanism,  132 

prognosis,  132 
Buhl's  disease,  in  new-born,  400 
Byrd  method  of  artificial  resi)ira- 
tion,  395 

Caked  breasts,  359 
Calculus,  vesical,  in  pregnancy,  i  78 
Cancer  of  breast  in  pregnancy,  172 
of  cervix,  obstruction  of  labor  by, 
244 
in  pregnancy,  165 
of  uterus,  puerperal  hemorrhage 


Cancer  of  vagina  in  pregnancy,  164 
of  vulva  in  pregnancy,  163 

Cannabis  indica  io  tabor,  to 
Caput  succcdoneum 

Caries  of  pelvis,  140 
oF  teeth  in  pregnancy,  170 

Caruncles,  rayrtiform,  14 

Cams,  curve  of,  10,  ri6 

Cathelin's   method   of   s^rcgation 
of  urine,  184 

Catheter,  ureter,  uses,  184 

CalbcteriiatinQ    of    letal     larynx, 

ureteral  in  pregnancy,  181 
Caul.  2i6 
Cellulitis,  pelvic,  in  puerperal  sepsis, 

Celoni,  36 

Celosoma  in  new-born,  398 
CeplialhematoDui  in  new-born,  403 
Cephalic  application  of  forceps,  444 


a  puerperium. 


Cenical  hemato 

348 

Cervix,  atresia  of,   obstruction   fil 
labor  byj  143 
cancer  of,  in  pregnancy,  i6s 

obsiruciion  of  Ubor  by,  144 
condyloma  of,  in  pregnancy,  165 
aitatatian  of,  431 

Edgar's  manual  method   435 
for  inducing  labor,  430 
Harris's  manual  method,  43s 
hydrostatic  methods,  416 
incisi.>n  of  cervis  for,  4^0 
indications,  431 
manual  method,  411 
oiethods,  43,        "■' 
>rilh  Barnes'  bait  jit 
"■It     Braun-s    M^iurynler, 

with  forceps,  440 


Cervix,   dilatation   of, 

oier's  ballooa,  4 j) 

with      two-bbtded 

dilators,  431 
with  V'oorheea'  bsg^ 
diseases  of,  L 

diagnosis,  313 

symptoros,  315 

treatment,  313 
eiamination  of,   in   p 

101,  103 
in  pregnancy,  53 
incision  of,  for  di'atat 
lacerations  of,  b 

in  labor,  186 
consequeDoes  of  1 

180 
delayed  repair,  a 

diagnosis,  187 

frequency,  iS6 

predisposing  cav 

site,  187 

symptanss,  aS? 

packing   with   ^auc 

tioo.  4|6 

for  inducing  bbot 
polype  of.  in  pregnane 

time  of  repair,  >8 
posterior  dispUccmcnl 

obstruction  of  Ufa 
rectal  tube  in,  for  '    '^^ 

42; 

ri^ily  of,  obstnictio 

by,  143 

CcMU*nn  section,  474 

abdominal  distenti<a 

in  pluce:BU  piKvi 
absolute  indicatMna 
anesthesia  in,  484  ^ 
care  of  child  after, 
history,  47^ 
infection  in.  483 
old  classical,  476 
complications,  483 
ertraperitoneal,  470 
fever  after.  484  ^ 
for  prolapse  of 


WMtt^.  ^^ 


,_rean   Bcction,   Porro    method 

with  marsupialization  of  cer- 

vical  stump,  4S3 
poslmoitem,  485 
preparation  of  patient,  475 
prognosis,  484 
relative  indications,  47s 
repeated,  484 
Sfinfcer     method     with    short 

high  incision,  478 
sterilization   of   patient   after, 

481 
lechmc,  476 
va^nal,  471 

placenta  prievia,  20S 

„  >t  fikin  in  new-born,  396 
mpetier  de  Ribes'  bag  for  dilaL* 
B  cervix,  430 
d-birth.     See  Labor. 


abnormalities  of,  149 
fibromyxomatous      degeneration 

of,  153 
frondosum,  4  a 

villi,'4i 
cystic  degeneration  of,  :4(j 
Chorionepithelioma,  153 


4t>t 

Clef  t-palate  in  new-born,  307 
CIcidotorny,  466 
Cliioris,  13 

lacerations  of,  hemorrhage  from, 
»78 
Clothing  for  new-bom  infant,  106 
Club-foot  in  new-born,  399 
Coccygeal  pain,  causes,  319 
Cdccygectomy,  330 
Coccyx,  fracture  of,  328.     See  also 
Fracture  of  coccyx. 

pain  in,  causes,  329 

testing    (or    fracture,    in    puer- 
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Coitus  in  pregnancy,  69 
Colic  in  new-bom,  396 
Colles'  law  in  syphilis,  157 
Collin's  bivalve  speculum,  189 
Colloidal  silver  in  puerperal  sepsis, 
376 


340 
Conception,  average  date,  36 
Condyloma,  in  pregnancy,  i6i 
of  cervii,  in  pregnancy,  165 
Conical  nipples,  356 
Conjugato-symphyseal  angle,  10 
Constipation  in  new-bom,  397 

in  pregnancy,  171 
Contraction  ring,  Bandl'a,  113,  143, 

184 
Convulsions   in   eclampsia,  causes, 
107 
number,  198 
in  new-born,  399 
Corjius  lulcum,  19 

extract   in   vomiting  of  preg- 
nancy, 18s 
Coryza  in  new-bora,  409 
Cow's  millt,  analysis,  :oS 

modification,  108 
Cranioclast.  Btaun's,  464 
Craniopagus,  160 
Craniotabes,  150 
Craniotomy,  136,  463 
indications,  463 
technic,  463 
Cranium,  fetal,  premature  ossifica- 
tion, obstruction  of  labor  by,  249 
Credfi's     method     of     preventing 

ophthalmia  neonatorum,  408 
Crista  lactea,  353 
Curve  of  Carus,  10,  136 
Cycle,  menstrual,  32 
Cyst,  milk,  359 
ovarian,  in  labor,  J47 
in  pregnancy,  147 
in  puerperium,  247 
pregnancy  and.  diflerentiation, 

vaginal,  in  pregnancy,  164 
Cystic    degeneration     of    chorion 

villi  J  149 
Cystitis  in  pregnancy,  177 

septic,  in  puerperal  sepsb,  389 
Cj-stocele,  331 

ULUSn,  IJ 
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Cystocelv,  diagnosis,  ai  , 

Goffe  operation  fut,  333 
Hint  tB.  C.)  opeiaCkiD  lor,  JJ3     ' 
Martin  operation  for.  331  | 

obstruction  of  labor  by,  14'  I 

operative  treatment,  33»  ■ 

palliative  treatment,  332 
symptoms,  331 

Watkins-Freund-Werthcim  oper- 
ation for,  331 
l')-stoscopc,  ait-dittentioD,  diret- 
lions  for  use,  180 
water-distention,    directions    for 
use,  iSi 


Death,  sudden,  during  and  ttfter 
labor,  158 
of  new- bom,  409 
Decapitatbn  of  fetus,  465 

of  new-born,  401 

pathological  findings  in,  199 

pilocarpin  in,  203 

premonitory  signs,  198 

preventive  trealmeni,  199 

prognosis,  199 

purgation  in,  200 

reduction   of   blood-pressure    in, 
199 
Uccidua,  45 

compact  layer,  45 

diseases,  iss 

inflammation,  155 

microscopic  appearance,  45 

phcentiil,  47 

refleita,  47 

serotina,  46,  47 

spongy  layer,  45 

vera.  46 
DeciduB,  abnormalitiea,  iss 
Dcciduoma  malignum,  iji 
Decomposition   melhuil   of   breech 


Deformities,    con;tei  ital,  of    new- 
bom,  397 
uf  pelvis,  310.    See  also  P^vis, 
deformities, 
Delivoy,  care  of  patient  after,  8g 
control  of  hemorrhage  after,  in 

placenta  ptsevia,  169 
forcible,  in  cc\ampB\a,  joi 
p<tsition  of  patient  ioi,*i 
/lost  mortem,  159 


Delivery,  return   ot   mrnslr 

DCT'enict    method    of    eiiraiiua 

after-coming  head,  4A1 
Dew   method  of  artificial  Ri)tn- 

tion,  395 
Dewees'  axis  traction  forceps,  ti 

455 
Dbpers,  to6 
Diarrhea  in  new-born,  397 

in  pregnancy,  171 
Diastasis  of  recti  muscles,  31s 
treatment,  315 
Webster  operation  for,  j:6 
Diet  in  puerperal  sepsis.  374 

in  puerpcnum.  gt,  9S 
Dilatation,  artificial,  of  partoriot 
cervix,  4JI,    See  Cervix.  iiUii- 

of  heart,  acute,  in  labor,  lu-: 
Dilators,     four-bladcd     brnrni. 
for  dilating  cervix,  4J3 
Hegar's  431 
J.  C.  Hirsfs  434 
two-bladed  branched,  for  diliti- 
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Diphtheria,  puerperal,  345 
Discus  proligerus,  ig 
Dislocation  of  kidney  in  pregnane]', 


DeJe 


lerletn's  tube,  Nicholson's  r 


Dressings     for     home     c^tcratioo, 

Dressing-table  fat  home  operation, 

41S 
Drug   method   of   inducing   I 


Duverncy's  glands,  33 
Divarf  pelvis,  130 
D>'stocla,  116 
due  to  accidents  in  laborj 

to  bony  pelvis,  a 

to  disease,  159 

to  fetus  and  app     

\is  Ta&Xnnal  soft  puts,  ■ 


INDEX 
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BCLAMPSIA,  197 

accouchement  Iotc€  in,  203 

active  treatment,  199 

anesthesia  in,  199 

apoplexy     and,     differentiation, 
198 

attack,  198 

blood-pressure  in,  198 

causes,  197 
of  death  in,  199 

chloral  in,  203 

convulsions  in,  causes,  197 
number,  198 

Edinboro  treatment,  203 

epUepsy     and,     differentiation, 
198 

forcible  delivery  in,  203 

frequency,  197 

hirudin  in,  203 

hot  pack  in,  201 

hypodermoclysis  in,  200 

hysteria      and,     differentiation, 
198 

methods  of  delivery  in,  204 

morphin  in,  202 

mouth-gag  in,  202 

parathyroid  extract  in,  20 

routine  treatment,  201 

stimulation  in,  204 

Stroganov  treatment,  202 

surgical  shock  in,  204 

sweating  in,  200 

Veit  treatment,  202 

venesection  in,  201 
Ectoderm,  36 
Ectm)ic  gestation,  210 

kraney,  328 
Edema  of  vulva,  161 
in  pregnancy,  161 
obstruction  of  labor  by,  241 
Edgar's  manual  method  of  dilating 

cervix,  435 
«dinboro  treatment  in  eclampsia, 

Einbolism,   pulmonar>%    in    phleg- 

masia  alba  dolcns,  387 
Einbryonic  area,  36 

shkld,  36 
gmbryotomy,  462 
^x&eigency  cases,  preparation  for 

operation  in,  412 
^tninet's  curet  forceps,  421 

operation  for  lacerations     • 

of  perineum  in  labor,  301 


Emotions,  effect  of,  on  milk,  359 
Emphysematous  vaginitis  in  preg- 
nancy, 164 
Enchondroma  of  pelvis,  241 
Endocolpitis    in    puerperal    sepsi:^, 

378 
Endometritis  in   puerperal   sepsis, 

378 
Endometrium,  25 

involution  of,  94 
Engorgement  of  breasts,  359 
Entoderm,^6 

Epilepsy,      eclampsia     and,     dif- 
ferentiation, 198 
in  pregnancy,  175 
Episiotomy,  82 
Epistaxis  in  pregnancy,  176 
Erb's  pa  alysis  in  new-bom,  404 
Ergot  in  inertia  uteri,  217 
in     premature     separation     of 

placenta,  272 
Erosion  of  cervix,  312 

in  diagnosis,  313 

in  labor,  312 

symptoms,  313 

treatment,  313 
Erysipelas,  puerperal,  345 
Ether  in  labor,  79 
Eutocia,  70 

Evisceration  of  fetus,  466 
Examination  in  labor,  73,  76 

frequency,  76 
in  puerperium,  loi 
Exanthemata  in  puerperium,  344 
Exomphalos  in  new-born,  398 
Exostoses  of  pelvis,  241 
Extra-uterine  pregnancy,  210 

acetonuria  in,  213 

cause,  210 

classification,  210 

clinical  history,  212 

development,  211 

diagnosis,  213 
differential,  213 

frequency,  211 

prognosis,  215 

symptoms,  212 

terminations,  212 

treatment,  214 
Extraperitoneal   Cesarean   section, 

479 
Extremities  of  fetus,  amputations, 

466 

Eyes  in  nevi-boiTv  viA^iyA.,  \o^ 


abnornuliLies  uF    mechanism, 
117 

diagnosis,  115 

forceps  in,  453 

impacted,  management,  129 

management,  iiS 

mechanbm,  116 

progDosEs,  iiS 
Facial  paralysis  in  new-b«rn,  404 
Fallopian  lubes,  ly 

ampulla.  iS 

caliber,  28 

examination  of,  in  pregnancy, 

fimbriated  extremity,  iS 
in  pregnancy,  55 


istlimi 


,  )8 


muscular  coat,  18 
uterine  portion,  18 

pelvis,  17 
Feeding  new-born  infant,  106 

artificial,  107 
Femora,    luxation     of,    etiect 

peM: 
'■'-TtHiz. 

40 
body,  irj 
funnel-shaped  pelvis,  J37 

heart  sounds,  diagnosis,  1 1 5 

in  pregnancy,  60 

position,  IIS 
larynx,  catheterization  of,  3Q6 
membranes,  retention,  of,  348 
movements  in  pregnancy,  60 
I'>tat[on  multiple,  50 

Fetometry.  antepartum,  116 
Fetus  abdominaJ  enlargements  of, 
obstruction  of  labor  by,  35a 
and  appendages,  dystocia  due  to, 

S48 
circulation  of,  48 
unngers  to,  in  forceps  operations, 

death  of,  effect  00  mother,  139 
decamiaUoa  of,  4&5 
development,  ^^ 

eighth  TOonOx,  i.% 
at  first  nioatli,  41 


Fell 


dcvelopmcs^ 
month,  48 
at  seventh  month,  4S 
at  sixth  omoth,  48 
at  third  month,  48 
diagnosis  of  death,  68        . 
diseases  in  inlra-uterinc  Hi 
effect  of  death  of  mother « 
of  maternal  fe^'ci  on,  iS 
impressions  on,  160 
evisceration  of,  466 
habitual  death,  159 
head  measurements,  jo 
infectious  diseases  in,  ij8 


injur 


»S9 


mature,  ^g 
non-infectious  diseases  of, 
ossification  centers  of,  50 
oveigrowth,  ob&lractton  ( 

by.  148 
pal[>ation  of,  in  pregnane] 
papyraceus,  51 
position  of,  diagnosii 
predetermination  of  sex,  J 
prcnuture  ossification  of  e 

obstruction  of  labor  b 
signs  of  danger  to,  in  lab 
syphilis     of,      iss 

Sypkilh  Bfftiut. 
Fever  after  cesarean  sectiot 
milfc,3S7 

Euerperal,  346 
roid    tumor,    pregnuu; 

diffcrcotialion,  61 

of  uterus  in  pregnancy 

in  puerperium,  J46, 

hemorrhage  from, 

obstruction  of  libor 

Fibtomyxomatoi 

chorion.  153 
Fillet  for  breech  extmctiotv 
Finger   nails,   brittle   or  ' 

pregnancy,  176 
Fissured  nipples,  353 
symptoms,  3S4 
treatment.  354 
Fistula,  genital,  338 

varieties,  338  _ 

rectovaginal       obstruct] 
labor  by,  24. 
Flat  pelvis,  nu 
in,  134 


rxuEX 


4^^  5 


luting  kidney,  causes,  326 

diagnosis,  327 

nephrorrhaphy  for,  327 

symptoms,  326 

treatment,  327 
^loor,  pelvic,  21 
follicles,  graafian,  29 
Fontanel,  greater,  presentation  of, 

'ootling,  presentation,  133 
'oramen  ovale,  49 

patulous,  in  new-bom,  410 
^'orceps,  441,  442 
application,  442 

in  different  positions,  446 

in  inertia  uteri,  217 

to  floating  head,  443 
axis-traction,  454 

application,  456 

Dewees',  455 

indications,  456 

Tamier's,  455 
cephalic  applications,  444 
conditions  for  use,  444 
contra-indications,  443 
Dewees*  axis-traction,  442 
dilating  cervix  with,  440 
Emmet's  curet,  421 
for  breech  extraction,  461 
for  extracting  after-coming  head, 

461 
functions,  442 
high  apphcation,  443 
history,  441 

in  abnormal  presentations,  453 
in  breech  presentations,  453 
in  brow  presentations,  453 
in  doubtful  positions,  451 
in  face  presentations,  453 
in  left  occipito-anterior  position 
of  vertex,  446 

occipitoposterior   position    of 
vertex,  450 
in  placenta  prsvia,  268 
in    ri^ht   occipito-anterior   posi- 
tion of  vertex,  449 

occipitoposterior    position    of 
vertex,  449 
indications,  443 
low  application,  443 
methods  of  application,  444 
midplane  application,  443 
operations^  dangers  to  child  in, 

4S4 


Forceps    operations,    dangers     to 
mother  in,  454 
prognosis,  454 
outlet  application,  443 
ovum,  422 

pelvic  application,  444 
point  of  safety  and  danger  in  use, 

451 
position  of  application,  443 
preparation  of  patient  for  use, 

445 
removal,  451 

Simpson's,  441,  442 

to    extract    after-coming    head, 

454 
with     head     at    pelvic    outlet, 

properly  rotated,  451 
with  occiput  in  hollow  of  sacrum, 
450 
Fractures  of  arm  in  new-born,  400 
of  clavicle  in  new-bom,  401 
of  coccyx,  328 

coccygcctomy  in,  330 

diagnosis,  330 

in  labor,  282 

mechanism,  329 

symptoms  of  painful  mobilit}', 

330 
terminations,  329 
treatment,  330 
of  leg  in  new-born,  401 
of  pelvis,  240 
of  skull  in  new-born,  400 
Fungus,    umbilica ,    in    new-born, 

409 
Funis,  44 

abnormalities,  153 
Funnel-shaped  pelvis,  fetal,  237 

Gait,  osteomalacic,  232 

Galactoccle,  359 

Galactorrhea,  358 

Gelpi    self-retaining    perineal     re- 
tractor, 302 

Genital  fistulae,  338 
varieties,  338 
organs,  care  of,  in  puerpcrium, 

changes  in,  in  pregnancy, 56 
Gestation,  ectopic,  210 

tubal,  210 
Gilliam's  OF>eration  for  retroversion 
.         oi  uterus,  ^a^ 
I  Gingivltia  m  pit\scv«k.Tvc^ ,  -^n^ 


tllands,  Bartholin'!!,  . 

Duverncy'a.  2i 

vulvovaginal,  li 
Goddard    pessary    in   prolapse    of 

uterus,  335 
Goffe  operation  for  c>;stocek,  nj 
Gonorrhea  in  puerperium,  J46 
Gonorrheal  arthritis    in   puerperal 
sepsis,  389 

pueiperat,  546 
GoodeU's  sign  ot  pregnancy,  s8 
Graafian  follicles,  iq 
CJraves'  disease  in  pregnancy,  17J 
Green  milk,  359 

flALB-SAWVEK  forceps,  441,  441        I 
Hands,  steriliution  of,  for  home 

operation,  410  I 

Karris'* 


inual  method  nf  dilating  I 
cervii,  43S 
method  oF  segregation  of  urine, 
184 
Head,  after-coming,  extraction,  461 
when  chb  is  anterior,  462 
forceps  to  extract.  454 
bruises  ot,  in  new-born,  40.1 
presentations,  possible,  lU 
Heart,  diiatation  of,  acute,  in  labor, 

diseases  in  pernancy,  171 
valvular,  in  labor,  iso 

sounds,  fetal,  position,  115 
Hebosteotomy,  468 
Hcbotomy,  468 
Hegar's  bougies  Cor  dilating  cen-ii. 


4y 


'■43' 


I 


n  for  bcerations  of  peri- 
neum in  labor,  304 
sign  of  pregnancy,  58 
Heller's    tesi    for   albuminuria    In 

pregnancy,  igi 
Hematogenous   jaundice    in    new- 
born, 400 
Hematoma,   obstruction    of   labor 

puerperal,  347 

rupture    of,    hemorrhage    from, 

373 
subchorial,  155 
Heinaloria  in  pregnancy,  177 
in  puerperium,  35s 
Hemarrbage,  261  , 


ijR 


Hemorrhage,  accidental,  170 
antepartum,  161 
c'asslfication,  ;6r 
from  adherent  placenta,  178 
from  inversion  of  Qtetus,  1  " 
fmni   lacerations  of  ant' 
vaginal  wall,  17B 
of  birth-canal,  277 
diagnosis,  377 
treatment,  378 
of  cervix,  ijg 
of  clitoris,  37S 
of  perineum,  178 
of  urethra,  278 
from  retained  placenta,  178 
from  rupture  of  hematoma, 


of  u 


.273 


in  abortion,  t6i 
in  cesarean  section,  A^i  ■ 

in  Incdtable  abortion,  161     ■ 
in  labor,  261  S 

in  placenta  prsvia,  262         ^ 

control  after  delivery,  s&j 
in  pregnancy,  261 
in  threatened  abortion,  if'i 
intrapartum,  a6i 
postpartum,  173 

diagnosis,  374 

From    relaxation     of    ulcnu, 

Mornbui^  belt  for,  I7fi 
prognosis,  177 
stimulation  in,  273,  17; 
symptoms,  274 
tcchnic  of  packing  in,  175 
treatment,  274 

Suerperal,  261,  270,  34a 
■om  atony  of  uterus.  17U 
from   backward   displacfic^' 

of  uterus,  279 
from  cancer  of  uterus,  jSo 
from  chorioncpilhelinini. 
from  dislodged  clots 


talsi 


.379 


from  bbroids  of  uterus,  il 
from  relaxation  of  uterus,  || 
umbilical,  of  new-boro,  4 
unavoidable,  16 1 
Hemorrhoids  in  pregnancy,  i 

in  puerperium,  352 
Hemophilia  in  new-bom,  jog 
Hemoptysis  in  pregnancy,  176 
'B.ev^^j^    toxemia     of    pitguBQi  J 


I 


togenous    jaundice    in    new- 
tKffn,  jgg 
'a  of  vagina  in  pregnancy, 
64 

ambilic&l,  154 
in  new-born,  398 
Ropes  in  pregnancy,  177 


■|  19 


HiKfs  (B.   CO  bag  for  dilatine 

cervix,  437 
■    double  tenacula,  421 
H  modifications  of  MQUer's  anU-- 
I       partum  fetametr)',  136 
V  operation  for  cystocele,  333 
P        for  lacerations  of  perineum 
L  in  labor,  305 

grtfs  a-  C.)  dilator,  434 
[Hirudin  in  eclampsia,  103 
ttxlgepessary,  318,  319 
Hallnn'  nipples,  356 
HoiM,  operation  in,  413 
basins,  for,  417 
clioice  of  room,  413 
douche-bag  for,  41(1 
^dnssings  tor,  416 
bessing-lable  for,   415 
nstruments  for,  410 
nstrument-table  (or,  41; 
BK-supports  for,  414 
x\\dt  for,  41S 
rating  table  for,  414 
Tamtion  of  patient  for,  413 
;    phyiicmn'a    pcnon    and 
hands,  418,  419 
mUier  ^ves  for,  4  ■  7 
(dubbing     facilities      needed 
_      lor,  417 
sterile  water  for,  417 
supplies  required  fur,  418 
iomologous  twins,  51 
iot  pack  in  albuminuria  of  preg- 
nancy 19s 
in  eclampsia,  iai 
iour-glass  uterus,  145 
lydatid  mole,  t4g 
cause,  149 
danger?,  iji 
frequency,  150 
symptoms,  15a 
lydatidiform  mole,  149 
lydramnios,  SI,  147 

diagnosis,  148 


497 


Hydra  nmios,  u 
Hydremia  of  pregnancy,  5; 
Hydrocephalus,     effect    on     preg- 
nancy, 249 

obstruction  o(  labor  by,  H9 
Hydrorrhea  gra\idarum,  :5s 
Hydrostatic   methods    of  dilating 

------     436 


Hym 


'  "■*. 


Hyperemcsis  gravidarum,  186 
corpus  luteum  extri 
frequency,  186 
patholo^c  changes 
prognosis,  18S 
symptoms,  187 
treatment,  187 


.86 


lypere 


'  Biet's, 


Hyperlnttotion,  358 
Hyperleukocytosb,      artificial      in 

puerperal  sepsis,  375 
Hypertension  in  pregnancy,  189 
Hj-pertrophy  of  breasts,  353 
of  vaginal  mucosa,  suburethral, 
in  pregnancy,  164 
Hypoderraoclysis  in  eclampsia,  200 
Hj-stercctomy         in         puerperal 

sepsis,  376 
Hysteria,     eclampsia     and,     dif- 
ferentiation, 1 98 
n>-steros  tomato  my,  471 
Hysterotomy,     anterior 
4?' 
anesthesia  for,  4 
indications,  471 
principle,  471 


le  for  opention,  471 


398 


Impetigo  in  pregnancy,  177 
Incontinence  of  urine,  337 

in  pregnancy,  177 
fndigocarmine      test     of     kidney 

activity  in  pregnancy,  180 
Induction   of   abortion,   410.     See 

also  Ab<irlioH,indur.liiyn, 
of  labor.  423.    See  also  LabDr, 

indiKlioH  of. 
Inertia  uteri,  216 

alcohol  in,  itS 
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Inertia  uteri,  application  of  for- 
ceps in,  217 

causes,  216 

diagnosis,  216 
differential,  216 

ergot  in,  217 

kneading  uterus  in,  217 

overdistention  of  lower 
uterine  segment  and,  dif- 
ferentiation, 216 

pituitrin  in,  218 

quinin  in,  217 

terminal,  219 

time  of  occurrence,  216 

treatment,  217 
Infectious   diseases   in   pregnancy, 

174 
Inflammation,  f>elvic,  324 
symptoms,  324 
treatment,  324 
Injuries  to  fetus,  159 
Insanity  in  pregnancy,  175 
Inspiration    pneumonia    of     new- 
born, 405 
Instruments  forborne  operation,4 1 6 
Instrument- table   for  home  opyera- 

tion,  415 
Intestinal    bleeding    in     new-born 

infant,  399 
Intrapartum  hemorrhage,  261 
Intra-utcrine  douche  in  puerperal 

sepsis,  373 
Inversion    of    uterus,    hemorrhage 
from,  278 
in  labor,  256 
causes,  256 

differential  diagnosis,  257 
prognosis,  258 
symptoms,  257 
treatment,  257 
Inverted  nipple,  356 
Involution  ot  endometrium,  94 

of  uterus,  94 
Isrhiopagus,   160 

Ischiorectal   abscess    in    puerperal 
sepsis,  391 

JAUNDICE  in  new-born,  399 
Jelly  of  Wharton,  44 
Justomajor  pelvis,  239 
Justominor  pelvis,  229 

KlDSKV,  activity,  functional  tests, 
in  pregnancy,  iSo 


Kidney,  activity,  indigocannine  test 
of,  in  pregnancy,  180 
determining   position,   in  paer- 

perium,  103 
diseases  of,  in  pregnancy,  178 
dislocation    of,    in    pregnancy. 

178 
ectopic,  328 
floating,  326.      See  also  FloaUnt 

kidney. 
of  pregnancy,  194 

nephritis   and,  differentiation, 
194 
Kleiseometer,       Neumann-Ehren- 

fcst,  223 
Knee-chest  position,  318 
in  puerperium,  102 
Krause's  method  of  inducing  labor, 

426 
Kyphoscoliotic  i>elvis,  233 
Kyphotic  pelvis,  236 

Labia,    hematoma     of,  puerperal, 

347  . 
lacerations  of,  in  labor,  294 

majora,  23 

'minora,  23 

varices  of,  in  pregnancy,  162 
Labor,  anaphylaxis  theor>',  70 

anesthesia  in,  79 

armamentarium  for,  72 

articles  provided  by  patient  for, 
72 

beginning,  signs  of,  70 

bulging  of  perineum  in,  81 

cannabis  indica  in,  80 

causes,  70 

chloroform  in,  80 

complication,   by   displacements 
of  uterus,  244 

dilatation  of  cervix  with  oblitera- 
tion of  length  in,  71 

dry,  25s 

effect  of  age  on,  248 

of    congenital     anomalies   of 
uterus  on,  30 

estimation  of  date,  64 

ether  in,  79 

examinations  in,  73,  76 
frequency,  76 

excessive  uterine  force  in,  220 

expression  of  fecal  matter  in,  Si 

first  stag6,  management  of,  7Q 

IciTces  of  expulsion  in,  xi2 
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lAbor,  forces  of  resistance  in,  113 
fracture  of  coccyx  in,  282 
from  overdistention  of  uterus,  70 
full  bladder  in,  81 
hemorrhage  in,  261 
in  pneumonia,  260 
in  pulmonary  tuberculosis,  260 
in  typhoid  fever,  260 
induction  of,  425 

dilatation  oif  cervix  for,  430 

drug  method,  426 

Krause's  method,  426 

metreurynter  for,  427 

packing  cervix  with  gauze  for, 

430 
rubber  bags  for,  427 
with     rectal    tube    coiled    in 
cervix,  427 
injection  of  sacral  hiatus  in,  80 
injuries  of  pelvis  in,  281 
of  sacro-iliac  joint  in,  282 
of  symphysis  in,  282 
inversion  of  uterus  in,  256 
lacerations  of  cervix  in,  286 

consequences  of  non-repair, 

289 
delayed   repair,  advantages, 

291 
diagnosis,  287 
frequency,  286 
predisp>osing  causes,  287 
site,  287 
symptoms,  287 
time  of  repair,  289 
of  labia  in,  294 
of  levator  ani  in,  295 
of  pelvic  floor  in,  295 
of  perineum  in,  295.     See  also 

Lacerations  of  perineum. 
of  vagina  in,  295 
leg-cramps  in,  82 
management  of,   after  birth   of 
head,  84 
in  flat  pelves,  234 
mechanism,  11 1 

of  third  stage,  142 
missed,  64 

nausea  and  vomiting  in,  79 
nitrous  oxid  and  oxygen  in,  80 
normal,  70 

management,  72 
nurse's  duties  in,  85 
obstruction,   by  abdominal  en- 
largements  0/ fetus,  252 


Labor  obstruction,  by  abscess  of 
Bartholin's  gland,  241 
by  accidents,  256 
by  anus  vestibularis,  242 
by  atresia  of  cervix,  243 

of  vagina,  242 
by  cancer  of  cervix,  244 
by  cystocele,  242 
by  double  uterus,  245 
by    early    rupture    of    mem- 
branes, 25s 
by  edema  of  vidva,  241  . 
by  fibroid  tumors  of  uterus,245 
by  hematoma,  256 
by  hydrocephalus,  249 
by  inertia  uteri,  216 

•    by  late  rupture  of  membranes, 
256 
by  malpresentations,  252 
by  monsters,  25 
by  overdis tended  bladder,  242 
by  overgrowth  of  fetus,  248 
by  pelvic  deformities,  220 
by  posterior  displacement  of 

cervix,  248 
by   premature   ossification    of 

fetal  cranium,  249 
by  prolapse  of  uterus,  244 
by  rectocele^  242 
by  recto vagmal  fistula,  242 
by  rigid  perineum,  243 
by  rigidity  of  cervix,  243 
by  terminal  inertia,  219 
by  tumors  of  vagina,  242 

of  vulva,  242 
by  vaginal  septa,  242 
by  varicose  veins  of  vulva,  24 1 

ovarian  cysts  in,  247 

pains,  71 

pathologic  sequelae,  311 

periodicity  as  cause,  70 

position  of  patient  for  delivery  in, 
82 
of  presenting  part,  in 

premature,  210 

preparation  of  bed  for,  77 
of  room  for,  77 

protection  of  perineum  in,  82 

puller  in,  81 

rupture  of  larynx  and  trachea  in, 

259 
of  membranes  in,  81 
of    uterus    in    282.     Sec    also 
t'leTi«,Tu^Uwre. 
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INDEX 


Labor,    scopolamin    and  morphin 
in,  80 
second   stage,  management   of, 

J^  ■ 

show  m,  71 

signs  of  danger  to  fetus  in,  79 

spinal  anesthesia  in,  80 

stages,  71 

sul^idence  of  uterus  in,  70 

sudden  death  during  and  after, 

258     , 
svncope  m,  258 
third  stage,  management,  87 
twin,  251 

date,  251 

diagnosis,  252 

interval  between  delivery,  251 

management,  252 

presentation  in,  251 

prognosis,  252 

size  of  t^^'ins,  251 
vaginal  examination  in,  73 
valvular  heart  disease  in,  259 
Laborde  intermittent  tongue  trac- 
tion    in     artificial     respiration, 

395 
Lacerations    of    anterior    vaginal 

wall,  hemorrhage  from, 

278 

in  labor,  293 

of  birth-canal,  hemorrhage  from, 

.277 
diagnosis,  277 
treatment,  278 
of  cervix,  hemorrhage  from,  278 
in  labor,  286 

consequences  of  non-repair, 

289 
delayed  repair,  advantages, 

2QI 

diagnosis,  287 
frequency,  286 
predisposing  cause,  287 
site,  287 
symptoms,  287 
time  of  repair,  289 
of  clitoris,  hemorrhage  from,  278 
•   of  labia  in  labor,  294 
of  levator  ani  in  labor,  295 
of  muscle  of  urogenital  trigonum, 
in  labor,  293 
diagnosis,  293 
repair,  294 
of  pelvic  floor  in  labor,  29$ 


Lacerations    of     perineum,  hem- 
orrhage from,  278 
in  labor,  294,  295 
causes,  295 
central,  297 
complete,  repair  of,  307 
after-treatment,  316 
factors      essential     to 
success  in,  311 
delayed  repair,  tedmic,  300 
diagnosis,  295 
Emmet  operation  in,  301 
Hegar's  operation,  304, 305 
hemorrhage  from,  278 
Hirst's  (B.  C.)  operation  for, 

immediate    repair,    technic, 

290,  300 
preventive  treatment,  299 
tests  for,  296 

through  sphincter  ani,  symp- 
toms, 297 
time  of  repair,  298 
operations  for  routine  after- 
care, 306 
of    posterior    vaginal    wall,    in 

labor,  294 
of    urethra,    hemorrhage   from, 

278 
of  vagina,  in  labor,  295 
of  vulva  in  labor,  294 
Lactation  atrophy  of  uterus,  351 
Langhans'  layer,  41 
Laparo-elytrotomy,  479 
Larynx,  fetal,  catheterization  of, 

396 
rupture  of,  in  labor,  259 
Layer,  Langhans',  41 
Leg,  fractures  of,  in  new-bora,  40 
Leg-cramps  in  labor,  82 
Leg-supports  for  home  operation, 

414 
Leukemia  in  pregnancy,  1 74 
Levator    ani,    lacerations    of,   in 
labor,  295 
testing  of,  in  puerperium,  102 
Ligaments  of  uterus,  26 
Linea  nigra,  52 

terminalis,  17 
Liquor  amnii.     See  Amniotic  fitid. 
Lithopedion,  159 
Liver  degenerations  in  pregnancy, 

171 
Y..O,  N.."^\^5*xv\a\k>Tv^diagnosis,  115 


auddcn   ccsantlon,   i 
sepsis,  3  Kg 
L   O.   P.   presentatio' 


puerperal 


Lordotic  pelvis,  140 
LoMOge  of  Michaelis,  131 
Lungmotor  for  artificial  respiralin 


Lymphatics  ot  uterus,  17 
in  pregnancy,  54 

Malaua,  puerperal,  345 
MalpreseD  tat  ions,    obstruction    of 

labor  by.  .-5) 
Manual  method  of  bcecch  exlrar- 

:Mar5h'all   Hall  method  of  artificial 

tor    cystocelc, 
3JJ     ■ 
Massage  of  breasts,  technic,  360 
-"—'■■'   -61 

4363 
B  new-born,  407 

J  fever,  effect  of,  on  fetus. 


fetus,  4Q 

au's  methcici  of  extracting 
r-coming  bead,  4O1 
operation  for  retroversion 

rus,  3*3 

Abasles,  puerperal,  345 
Melena  in  new-born,  jgg 
Membranes,  early  rupture,  obstruc- 
tion of  labor  by,  ajs 
Vtracdon  of,  SS 

rupture,     obstruction     of 
I'lkbor  by,  156 

'  'n  labor,  81 


Menopause,  33 
Menstruation,  31 

amount  of  flow,  33 

and  ovulation  connection,  34 

cause,  31 

cessation  of,  in  pregnancy,  55 

character  of  flow,  a 

cycle,  33 

duration,  33 

in  new-bom,  407 

interval  between  periods,  33 

mechanism,  31 

molimina,  33 

return  after  delivery,  100 

time  of  appearance,  3a 
of  cessation,  33 
Mesoderm,  36 
Mesovarium,  tg 
MeCranoikter,  Schati,  3g 
Metreurynter,  Braun's,  for  dilatjng 
cervix,  439 

for  inducing  labor,  437 

in  placenta  prtevia,  )68 
Metntis  in  puerperal  sepsis,  370 
Michaclis*  diameter  of  pelvis,  230 

lozenge  of,  331 
Migration  of  ovum,  34 
Milk,  blue,  sSfl 

cow's  analysis,  108 
modification,  108 

cyst.  359 

effect  of  emotions  on,  359 

fever,  357 

green,  359 

human,  analysis,  loS 
characteristics,  g6 
quantity,  g6 

pasteurization  of,  1 10 

qualitative  anonuilies,  350 

red,  3sg 

secretion,  anomalies  in,  35^1 
deficient,  357 
drying  up  after  child's  death, 

359 
eJtcessive,  358 
voluntary  probngation,  358 

yellow,  j5g 
Milk-li^  in  puerperal  sepsis,  385 
Miscarriage,  no 
Missed  labor,  64 
Mitral  regurgitation  in  pregnancy, 

171 


Mole,     hydatid,     14Q.     See      also 

Hydatid  mole. 
MoUmina,  menstrual,  a 
Molluscum  fibrosum  in  pregnancy, 

177 
Momburg     belt    for     postpartum 

hemorrhage,  176 

Monsters,  160 

obstruction  of  labor  by,  153 
Morphin  ic  eciampaia,  3oz 
Morula,  36 

Mother,    dangers    to,    in    (orccps 
operations,  454 
death  ul.  effect  on  fetus,  i5g 
effect  of  death  of  fetus  on,  15^ 
Mouth,    care    of,    in    new-born 
infani,  106 
gag  in  eclampsia,  302 
infections  in  new-bom,  407 
Mouth- to*niouth       method 

urtificial  respiration,  .m4 
Mulberry  nipples,  356 
Mitller's    method    of    antepartum 
fetometry,  32b 
Hirst's  modification,  lid 
Multiple  (etation,  50 

Muscle   £bers   of   uterus  in   preg- 
nancy, S4 

Muscles  of  pelvis,  31 

Mushroom  nipples,  356 

Mycosis     \'aginie    in     pregnancy. 
164 

Myomel 
rheumatism    of,    in    pregnancy, 


Nausea  in  pregnancy,  55 

in  labor,  79 
Nftgele  pelvis,  J3g 
Neck,  bruises  ofj  in  new-born,  403 
Necrosis  of  pelvis,  340 
Nephritic   toxemia   of   pregnancy, 

18S 
Nephritis,  kidney  of  pregnancy  anil. 

differentiation,  194 
Nephrorrhaphy         for         floating 

kidney,  317 
Nerves  of  uterus,  37 
Nervous  phenomena  in  pregnancy, 


Nervous     system,   diseasis  el 

pregnancy,  tys  1 

Neumann-Ehrenfest    kteiseoal 


Neuritis 
3  SO 

New-bom  infant,  90 
acne  in,  306 
ainng,  107 
aphthx  in,  407 
artificial  feeding,  107 
asphyxia  of,  jga 
atelectasis  in.  396 
bathing,  105 
Dell's  palsv  in.  404 
birth  paralyses  in,  404 

bruises  of  head  and  lli 

403 
Buht'a  disease  in,  400 
caput  succedancum  in, 
care,    after   cesarean  ] 
484 

of  cord,  10s 

of  mouth,  lob 
celosoma  in,  jgS 
cephalhematoma  in,  40 
chaling  of  skin  in,  396 
cleft-palate  in,  397 
clothing  for,  106 
club-foot  in,  359 
colic  in,  31)6 
congenital  deformities  i 
constipation  ir        ~ 


Kutsioi 


>,  399 


J6 


decapitation  of,  401 

diapers,  to6 
diarrhea  in,  397 
Erb's  paralysis  in,  4W 
eromphalos  in,  39^ 
eyes  in,  10s 
facial  paralysis  in,  404 
feeding,  106 
fractures  of  ara 

of  clavicle  in, 

of  leg  in,  401 

of  skull  in,  41 
hareUp  in,  397 
hematogenous 
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^ew-bom    infant,    hq>atogenous 

jaundice  in,  399 
imperforate  rectum  in,  398 
infections  of,  405 
injuries,  400 

inspiration  pneumonia  of,  405 
intestinal  bleeding  in,  399 
jaundice  in,  399 
management,  105 
mastitis  in,  407 
melena  in,  399 
menstruation  in,  407 
mouth  infections  in,  407 
omphalitis  in,  406 
omphalorrhagia  in,  409 
omphalorrhea  in,  409 
ophthalmia  in,  407 
paraphimosis  in,  398 
pathology,  392 
patulous    foramen    ovale    in, 

410 
phimosis  in,  398 
physiology,  104 
p)olydactylism  in,  398 
premature,  care  of,  107 
pulse,  104 
respirations,  104 
resting-place  for,  107 
routine  care,  92 
rupture  of  sternocleidomastoid 

muscle  in,  405 
sloughs  of  scalp  in,  403 
snuffles  in,  409 
spina  bifida  in,  398 
spoon-shaped     depression     of 

skull  in,  400 
stomach  in,  105 
sudden  death  of,  409 
syphilis  in,  409 

treatment,  158 
temperature,  104 
thrush  in,  407 
tolerance  to  drugs,  410 
tongue-tie  in,  397 
umbilical  fungus  in,  409 

hemorrhage  in,  409 

hernia  in,  398 

infection  in,  406 
urine,  104 
weight,  104 
wet-nurse  for,  107 
Winckel's  disease  in,  400 
licbolson^s    biood-pressure    appa- 
ratus^ IQO 


Nicholson's  modification  of  D5der 

lein's  tube,  370 
Nipples,  abnormalities,  353 
care  of,  354 

in  pregnancy,  172 

in  puerperium,  100 
conical,  356 
fissured,  353 

symptoms,  354 

treatment,  354 
hollow,  356 
inverted,  356 
mulberry,  356 
mushroom,  356 
shields,  355 

care  of,  355 
stunted,  356 
Nitrogen  partition  in  pregnancy, 

Nitrous  oxid  and  oxygen  in  labor, 

80 
Non-rachitic  pelvis,  230 
Nurse's  duties  in  labor,  85 

kit  for  home  operation,  418 

Obesity,  sterility  associated  with, 

39 
Obstetric  operations,  411 

Occipito-anterior  position  of  vertex, 
left,  diagnosis,  446 
forceps  in,  449 
right,  diagnosis,  449 
forceps  in,  449 
Occipito-posterior  position  of  ver- 
tex, left,  diagnosis,  450 
forceps  in,  450 
right,  ^agnosis,  449 
forceps  in,  449 
Occiput,  anterior  rotation,  in  ver- 
tex presentation,  121 
delayed,  124 
in  hollow  of  sacrum,  diagnosis, 

450 
forceps  in,  450 

posterior  rotation,  in  vertex  pre- 
sentation, 123 
Oligogalactia,  357 
Oligohydramnios,  147,  148 
Omental  fat,  pregnancy  and,  differ- 
entiation, 63 
Omphalitis  in  new-bom,  406 
Omphalorrhagia  in  new-born,  409 


( 


I 


Operatins  table  for  home  operation, 

4H  , 
Operation, abdominal.    See  Abdom- 
inal scrtion. 
in  private  house,  413.     See  also 

Home,  aprralhn  in. 
OphthalmLi  oeomitorum,  407 

benign,  407 

cautions  in,  408 

CredCs  method  of  prevention, 
408 

method  of  irrigation  in,  408 

prognosis,  40S 

treatment,  408 

true,  407 
Ossification  centers  of  fetus,  50 
of  fetal  cranium,  premature,  ob- 
struction of  labor  by,  14^ 
Osteomatacic  gait,  131 

peMs,  23  a 
Osteosarcoma  of  pelvis,  241 
Ov:irian  cysts  in  labor,  347 

in  pregnancy,  347 

in  puerperium,  347 

pregnancy  and,  diftercn  tialiun . 


of. 


Ovar 

pcrium,  102 

in  pregnancy,  5s 
Ovary.  »8 

blood-supply,  30 

externa!  appearance,  39 

hilum,  II) 

medulla,  39 
Overgrowth   o£  fetus,   obstruction 

of  labor  by,  248 
Ovulation,  33 

Ovum  and  spermatozofin,  meeting 
place,  3S      .     ,      , 
early  changes  in  development,  36 
external  transmigration,  35 
fertilization  of,  36 


for 


eps,_4 


n  of,  34 

maturity  of,  as  cause  of  labor,  -jo 
migration  of,  34 

Packikc      after      induction      of 
abortion,  413 
cervix  ivith  gauze  for  dilatation, 

^  /or  inducing  labor,  ^30 


Pains  in  coccyx,  causes,  3: 
labor,  71 
right-sided, 
causes,  180 
Pampiniform  pleiu%  17 
Paral^'sis,  Erb's,  in  new-born,  40(  I 

facial,  in  new-bom,  404 
Paraphimosis  of  new-born,  398      _ 
Parathyroid  citract  in  eclamiSi," 

S03 
Pasteurization  of  milk,  no 
Patient,      prepatatJOQ      of,     b' 
abdominal  section,  411 
for  cesarean  section,  47; 
for  forceps  operation,  44; 
tor  operation  at  bome,  41J 
for  vaginal  delivery,  411 
in  emergencies,  411 
Pelvic  abscess  in  puerperal  srifn, 
38' 
posterior  pelvic  punciiuc 
for.  38a 
appUcntion  of  forceps,  444 
bones,  tumors  of,  }4i 
ceUulitis  in  puerperal  sepsit,  jSe 

lacerations  of, 

inOammation,  314 

symptoms,  314 

treatment,  334 
joints,  immovable,  140 

in  pregnancj-,  ss 
relaxation  of,  1 74 
ligaments,  10 
muscles,  21 
peritonitis,  in  puerperal  sepss, 

Ian' 

punctures,  posterior,  for 

in  puerperal  sepsis,  ^Ri 

Pelvigraph,      Neumann-  " 

223 
Pelvimetry,  aio 
Pelvis,  17 

anatomy,  17 

assimilation,  140 

atrophy  of,  240 

atypical,  239 

Baudclocque's  dajneter,  m>  | 

hones  of,  i? 

ViKS,  dv^^cia  due  li 


26 


( 
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E^dvis,  conjugate,  internal  measure- 
ment, 222 
instrumental,  223 

true,  measurement,  223 
deformities,  220 

classifications,  226,  227 

frequency,  220,  226 

methods  of  diagnosis,  220 
dwarf,  230 
effect  of  luxation  of  both  femora 

on,  240 
enchondroma  of,  241 
exostoses  of,  241 
false,  17 

fetal,  funnel-shaped,  237 
flat  generally  contracted,  230 

management  of  labor  in,  234 

^mple,  228 
fractures  of,  240 
generally  equally  contracted, 

229 
index  of  outlet,  224 
injuries  of,  in  labor,  281 
joints  of,  1 7 

relaxation  of,  in  pregnancy,  1 74 
justomajor,  239 
justominor,  229 
juvenile,  330 
<    kyphoscoliotic,  233 
kyphotic,  236 
lordotic,  340 
masculine,  230 
nana,  230 
necrosis  of,  240 
newgrowths  of,  241 
non-contracted,  230 
normal  measurements,  220 
obtecta,  236 
osteomalacic,  232 
osteosarcoma  of,  241 
outlet,  index,  224 
plane  of  greatest  contraction,  19 
expansion,  19 

of  inlet,  18 

of  outlet,  19 
pseudo-osteomalacic,  230 
rachitic,  230 
Robert,  238 
sagittal  diameters,  measurement, 

32J 

simple  flat,  328 
split,  240 

spondylolisthetic,  233 
superior  strait,  18 


Pelvis,  synostosis  of,  240 
true,  17 

with   contraction   of   conjugata 
vera,  228 
tran verse  at  outlet,  236 
with  oblique  deformity,  239 

from  absence  or  disease  of 
extremity,  239 
Perforation  of  uterus  in  induction 
of  abortion,  425 
in  puerperal  sepsis,  374 
Perineorrhaphy,  Emmet's  method, 
302 
Hegar's  method,  304,  305 
Hirst's  (B.  C.)  method,  305 
routine  after-care,  306 
Perineum,  bulging  of,  in  labor,  81 
lacerations    of,   in    labor,    294, 
295.    See  also  Lacerations  of 
perineum, 
protection  of,  in  labor,  82 
rigid,  obstruction  of  labor  by,  243 
Periodicity  as  cause  of  labor,  70 
Peritonitis,    diffuse,    in    puerperal 
sepsis,  388 
pelvic,  in  puerperal  sepsis,  387 
Pernicious  anemia   in   pregnancy, 

174 
Perret's    method    of    antepartum 

fetometry,  226 
Pessary,  Goddard,  in  prolapse  of 
uterus,  335 
Hodge,  318,  319 
in  prolapse  of  uterus,  334 
in  retroversion  of  uterus,  319 
after-treatment,  320 
dangers,  ^21 
qualifications,  320 
Menge,  in  prolapse  of  uterus,  335 
Schatz,  in  prolapse  of  uterus,  335 
Smith,  318,  319 
stem,  39 

Thomas,  318,  ^19 
Pfannenstiel  incision  in  retrover- 
sion of  uterus,  322 
Phenolsulphonephthalein    test    of 
kidney  activity  in  pregnancy,  1 80 
Phimosis  in  new-born,  398 
Phlebitis  in  puerperal  sepsis,  383 
Phlegmasia  alba  dolens,  385 
cellulitic,  385 
complications,  386 
prognosis,  386 


^'fc^^^BH 
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PbUeniasuL  alba  dolens,  syiiiptaiu&, 
38s 
thrombotic,  385 

Placenta    praivia,    treatment  1 
term,  J67 
vaginal  cesarean  KCtkmin,  li 

ireatmenl,  386 

varieties,  262,  263 

Pigmentation  of  skin  in  pregnancy. 

^^Igand  treatment,  M 

"^     .     . 

premature  separation,  170 

Pilocairnn  in  cclampda,  103 

causes,  270 

Pituitnn  in  inertia  uieri,  118 

degree,  270 

in  premature  separation  of  pla- 

differential  diagnosis,  J71 

ergot  in,  272 

Placenta,  4» 

pituitrin  in,  272 

abnormalities,  154 

placenta  pncvia  ud.dtA 

accessory  lobije,  143 

entiatian,  264 

prognosis,  271 

hemorrhage  from,  17B 

stimulation,  173 

intractable,  146 

symptoms,  271 

at  full  term,  44 

delivery  of,  87,  143 

retention,  of,  143-  34* 

feta!  surface,  44 

hemorrhage  from,  278 

infarcts,  154 

separation,  of,  142 

inflammation,  154 

situation,  154 

aiic,  IS4 

maternal  surface,  44 

succentutiata,  143, 154 

syphilis  of,  tS4 

pri\-ia,  154,  j63 

tumors  of,  iss 

weight.  154 

16S 

Placental  decidua,  47 

causes,  262 

membranes,  44 

central,  ^6. 

site,     dislodged     clots    st, 

treatment,  at  sevenUi  month, 

puerperium,  34fl 
hemorrhaee  from,  1) 

s6s 

diagnosis,  differential.  163 

Plaeentin  test  of  pregnancy,  64 

forceps  in,  368 

Planes,  pehic.  18 

hemorrhage  in,  ibi 

Plexus,  pampiniform,  27 

Pliei  palmate.  25 

control  after  delivery,  369 

Pneumonia,    inspiration,   of   B 

lateral,  162 

born,  405 

treatment,  s68 

labor  in,  260 

puerperal,  ^6 

treatment,  268 

white,  in  syphitis  of  fetus  >!• 

metreurynter  in,  268 

Podalic  version,  438 

partial,  26 j 

treatment  at  seventh  monlh. 

Polygalactia,  358 

i6S 

Polymastia,  353 

Polyps,  cer\ical,  in  pregnancy,  I 

premature  Beparalion  of   pla- 

centa   and,    difierentiaiwn, 
964 

Pomeroy  bag  for  dilsliiig  ta 

439 

PJ^Knosis,  264 

Porro  method  of  cesarean  seel 

siUlictdiumaangtiinis  in,  263 

with  dropped  stumps 

stimulation  in,  168 

with   marsupialiratioB 

•ymptoffls,  a62 
lechnicofp8clunKin,s6^ 

cervical  stiunt,  48* 
Position,  in                 •"^-" 

treatment,  164 

\      (ivi^wwa.,  i.\^ 

at  seventh  roontli,  a&s 

\       Vmte-tfaew.,  t,A 

^I^^^l^l 
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if  fetal  heart  wunUs,  us 

Pregnancy,  constipation,  ]7>          ^^| 

,  diagnosis,  115 

cystitis  in,  177                               ^H 

I,  »35.  »36 

cystoscopy  in,  180                         ^^H 

mary  abscess,  365 

methods,  iSi                              ^M 

iro  cesarean  section,  483 

'i  ^59 

methods,  6j                               ^H 

mchm.Qo 

diarrhea  in   171                             ^^H 

iMge.  161,  273.     See  also 
>rf*<i|(.  postpartum. 

dis«aseB  of  bladder  in,  1 77           ^H 

of  blood  in,  174                          ^H 

rersion,  458 

of  breasts  in,  17^                     ^^H 

ttbod  of  extracting  after- 

of  cervix  in,  165                      .^H 

head,  461 

of  circulatory  system  in,  17*  ^^H 

Oden  test  in,  63 

of  kidney  in,  I  ;8                      ^^H 

□f  respiratory  system  in,  176  ^^^H 

"  in,  57 

of  skin,  176                                 ^H 

Dal  fat  and,  differcntia- 

ofva^aio,  163                        ^^H 

11,63 

dblocation  of  kidney  in,  17S       ^^H 

in,  53 

displacements  of  uterus  in,  165  ^^H 

ts  in,  174 

duration,  64                                  ^^H 

aof  breast  in,  172 

dysuria  in,  165                           ^H 

iiuiain,  177,  190,  iQ7 

edema  of  vulva  in,  161                ^^H 

■ck  in,  195 

effect  of  congenita!  anomaliet  4^^H 

lumt,  194 

■hatliin,i9S 

of  hydrocephalus  on,  J49 

<rf,s« 

emphysematous  vaginitis  in,  164 
epilepsy  in,  17S 

dti«in,i7o 

ind,  cKfferentiation,  62 

epistatisin,  176 

In,  176 

eiaminations  necessary  in,  65 

Ition  in,  67 

extra.-utcrine,     310.       See    also 

ment  in,  58 

Extra-Httrine  pregnancy. 

in.  53   . 

face  in,  56 

Fallopian  tubes  in,  55 

fetal  heart  sounds  in,  Oo               ^^H 

01  loose  finger  nails  in. 

movements  in,  bo                       ^^H 

fibroid   tumor   and,   diffcrenliw^H 

Illweast  in,  i7» 

61                               '^H 

vix  in,  16s 

of  uterus  in,  146                     ^^H 

lina  in,  164 
fva  in.  163 

gingivitis  in,  171                         ^H 

Graves' disease  in,  173                ^^H 

rupplcsin,  172 

heart  diseases  in,  179                     ^^H 

f  teelh  in.  170 

hematuria  in,  177                           ^^^| 

polyps  in,  ift; 

hemoptysis  in,  176                         ^^| 

».  S3 

n  of  menstruauon  in,  55 

hemorrhiwe  in,  161                        ^^H 

hemorrhoids  in,  i7t                       ^^| 

In  breasts  in,  56 

hernia  of  vagina  in,  164                ^^1 

liul  orRans  in.  56 

herpes  in,  177                              ^^| 
higb  blood -pressure  in,  189           ^^1 
hydremia  of,  ^3                           ^^1 

temal  organism  in,  52 

SS 

hypertension  in,  1S9                    ^^| 

1,175 

impetigo  in,  177                              ^H 

«nin,52 

incontinence  of  urine  in,  177        ^^H 

1.69 

indi)!ocarmine  test  of  kidney     ^^H 

Baof_cermb,,6s 

acti\'ity  in,  iSo                        ^H 

Data  in,  161 

iivjunea  ol,  i.-i\                         ^^^| 

^^1 

^^IH^H^^B 
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Pregnaocy,  bsaoity  in.  175 

Pregnancy,    theumatism   0 

kidney  of,  nephritis  and,  diffci- 

ometrium  in,  1 70 

entiation,  194 

right^sided  pain  in,  cau» 
segregation  of  urine  in.  iB 

late  toxemia  of,  188 

hepatic.  188 

separate  collection  of  una 

nephritk,  188 

ureters  in,  183 

lateral   displacements  of    uterus 

signs  of,  ss,  s8.     Sec  ate 

in,  ,6g 

"/  pregnancy. 

kukemia  in,  174 

spurious,  68 

liver  degenerations  in,  171 

stone  in  bladder  in,  t7S 

lupus  vulvK  in,  163 

hypertrophy  of  vaginal i 
in,  164 

mitral  regurgitation  in,  1 72 
molluscum  fibrosumin,  177 

mycosis  vagina  in,  164 

sugar  in  urme  in,  177 

nausea  and  vomiting  in,  55 

symptoms,  55 

objective,  36 

neuralpain.  17s 

suhjective,  ss 

nitrogen  partition  in,  191 

toxemias  of,  1S4 

normal,  management  of,  6R 

early,  185,  16S 

theories  as  to  cause,  i^ 

63 

tubal,  =10 

operations  in,  175 

tuberculosis  in,  176 

ovarian  cyst  and,  diSerentialion, 

61 

urea  estimation  in,  191 

ovarian  cyst  in,  347 

nitrogen  in  blow!  in,  igl 

ovaries  in,  55 

urease  lest  in.  103 
ureteral  catheteriii 

1                      ferentiation,  63 

palpation  of  fetus  in,  66 

in',  183 

parasitic  infection  of  vagina  in, 
pathologic  changes  in  kidney  in. 

urine  in,  53 

vagina  in,  53,  s8 

vaginal  cysts  in,  164 

pathology  of,  161 

vaginitis  in,  163 

peU-ic  joints  in,  55 

varices  of  vulva  in,  163 

pernicious  anemia  in,  174 

varicose  veins  in,  174 

vegetations  of  vulva  in,  1 

kidney  activity  in,  180 

venereal  warts  in,  161 

pigmentation  of  skin  in,  176 

vesical  calculus  in,  178 

placentin  test,  64 

vomiting     in,     iSj.     StI 

posterior  displacement  of  cerv-ix 

Vovtilin  oj  frtpunty. 

in,  170  , 

weight  in,  52      . 

predetermination  of  sex,  ^8 

premature  termination,  105 

Pregnant  uterus.  anWflcxiM 
lateral  displacements,  « 

prior,  diagnosis  of,  67 

prolapse  of  uterus  in,  169 

packing,  for  abortion,  » 

pruritus  itiIvje  in,  163,  176 

prolapse  of,  169 
retroflexion,  165 

1                ptyolism  in,  171 

L                 purpura  in,  174 
1              pyelitis  m,  178 

retro  vcT^oQ,  165 
Premature  infant,  care  of,  » 

"              pWheain/.7. 

labor,  3 10 

ijuickenlng  m,  ;6 

separation  of  placenta,  iH 

relaxation   of    pe\\'ic  io\ti\s  iw. 

Preparation    of    hands   loc 

<r4 
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'teparation  of  patient  for  abdomi- 
nal section,  41 1 

for  cesarean  section,  475 

for  forceps  operation,  445 

for  operation  at  home,  413 

for  vaginal  delivery,  412 

in  emergencies,  412 
Presentation,  in 
breech,  132 

cause,  133 

diagnosis,  133 

frequency,  132 

management,  135 

mechanism,  134 

prognosis,  135 
brow,  130,  131 

abnormalities   of   mechanism, 
312 

cause,  131 

diagnosis,  131 

frequency,  130 

management,  132 

mechanism,  132 

prognosis,  132 
face,  124 

abnormalities   of   mechanism, 
127 

diagnosis,  125 

impacted,  management,   129 

management,  128 

mechanism,  126 

prognosis,  128 
footling,  1^3 
head,  possible,  112 
L.  O.  A.,  diagnosis,  115 
L.  O.  P.,  diagnosis,  115 
most  frequent.  Ill 
of  greater  fontanel,  132 
R.  O.  A.,  diagnosis,  1 20 
R.  O.  P.,  diagnosis,  120 
shoulder,  impacted  management, 

141 
transverse,  138 

cause,  138 

diagnosis,  139 

frequency,  138 

management,  141 

mechanism,  140 

position,  140 

prognosis,  141 
varieties,  in 
vertex,  115 

anterior  rotation  of  occiput  in, 
121 


Presentation,  vertex,  anterior  ro- 
tation   of    occupit    in,   de- 
layed, 124 
commonest  position,  112 
mechanism,  120 
posterior  rotation    of  occiput 

in,  123 
Scanzoni  maneuver  in,  1 24 
Proctitis,  septic,  in  puerperal  sepsis, 

389 
Prof  eta's  law  in  syphilis,  157 

Prolapse  of  umbilical  cord,    253. 

See  also  Umbilical  cord,prolapse. 

of  uterus,  333 

causes,  334 

diagnosis,  334 

Goddard  pessary  in,  335 

Menge  pessary  m,  335 

obstruction  of  labor  by,  244 

operative  treatment,  335 

pregnancy,  169 

Schatz  pessary  in,  335 

symptoms,  334 

treatment,  334 

Prurigo  gestationis,  176 

Pruritus  vulvae  in  pregnancy,  162, 

176 

Pseudocyesis,  68 

Pseudomelena,  354 

Ptyalism  in  pregnancy,  171 

Pubiotomy,  468 

dangers  after,  470 

indications,  469 

prognosis,  471 

technic,  470 

Puerperal   hemorrhage,    261,    279. 

feee  also  Hemorrhage,  puerperal. 

sapremia,  367 

sepsis,  367 

abdominal  hj-sterectomy  in, 3  76 

section  in,  376 

action  of  bacteria  in,  368 

antiseptic  solutions  in,  372 

arthritis  in,  389 

artificial  hyperleukocytosis  in, 

375 
bacteria  in,  368 
bacterins  in,  375 
blood    cultures   in    diagnosis, 
.370 

picture,  369 

transfusion  in,  376 
care  of  patient  in  prevention, 

in 
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colloidal  silver  in,  376 

Puerperal  sepas.septJc  pndH 
389 

complications,  378 

pyelitis  in.  385 

conlra-indicoliona  to  diainffc- 

serum  therapy  in.  (7s 

tion  of  genital canaJ  in,  374 

to  operation  in,  376 

tetanus  in,  39° 

cotton  pledgets  in,  373 

uterine   cultures  in  diatf 

curative  treatment,  37J 

370 

diagnosis,  369 

vaginal  examinations  in,  | 

methods,  370 

vTuietiea,  367                     , 

diet  in,  374 

\-ulvar  pads  in.  371 

diffuse  peritonitis  in,  588 

water  In,  372 

drugs  in,  374 

septicemia.  367 

endocolpitisin,  378 

endomctrili*ir,378 

Puerpcrium,  91 

cjtploratory  operation  in,   37<' 

abdominal  binder  in,  98 

fixation  abscess  in,  375 

acute   intercurrent   dlMlMI 

„                    gonorrheal  arthritis  in,  389 

344 

hbtorical,  367 

after-pains  in,  97 

intra-uterine  douche  in,  373 

anemia  in,  344 

ischiorectaJ  abscess  in,  301 

arthritis  in,  346 

methods  of  diagnosis,  369 

breast  changes  in,  gfi 

oF  introduction  into  genialt 

broad  ligament  hematoma  in,j| 

tract,  368 

care  of  bowels,  99 

metritis  in,  ^79 

of  breasts,  99                        1 

milk-leg  in,  385 

of  geaitat  organs  in,  98 

nurse  s    precautions    against. 

of  nipples,  100 
cervical  lienutUtma  in.  348 

37t 

odpboritis  in,  378 

determining  position  of  kidni 

operation  in,  376 

in,  103 

drainage,  377 

si£e  and  position  of  utenif 

exploratory,  376 

patient's  clothing  in.  371 

diet  in,  91,  98 

pelvic  abscess  in,  381 

diphtheria  in,  34S 

posterior   pelvic  puncture 

diseases  of,  344 

for.  381 

dislodged  dots  at  p!uccDl*l  '■ 

cellulitis  in.  380 

io,  349 

peritonitis  in,  387 

diaplaccment  of  uterus  in,  i4 

perforation  of  uterus  in.  374 

erysipelas  in,  34s 

physician's  precautions  against. 

of  abdominal  walls  in,  103 

371 

of  cervii  in,  loj,  103 

precautions  regarding   bstru- 

of  ovaries  m,  loi 

ments  in,  371 

eiantheraala  in,  J44 

fever  in,  346 

pyelitis  in,  390 

fibroid  tumors  of  uterus  in.  u 

pyemia  m.  384 

gonorrhea  in,  346 
gonorrheal  artLritls  id,  346 

pyemic  arthritis  in,  .80 

rectal  examinations  in,  373 

hematoma  in,  347 

resection  o[  peh-ic  veins  in,  378 

hematuria  in,  33* 

sapingitiain.  J78 
salt  solution  in,  jis 

hemorrhi^c  in,  340 
\      iMaftQ^Wvlain,  »s» 

Mpremiaia,  3S& 

^^         Mptic  c>-»l\lis  in,  jftq 

,  labial  hematoma  i 


,  of  piatient  in 
sweadng  in. 


n  of  blood-clots  ir 
nein,  98,352 
alter<are,  91 


fibroids  in,  349 
hematoina  in,  348 

in,  98 

y  embolism  in  phlegmasia 

lalens,  187 

losis,  labor  in,  160 

in  eclampsia,  loo 
n  pregnancy,  »?4 

pregnancy,  17S 
wral  sepsis,  390 
0  puerperal  sepsis,  389 

puerperal  sepsis,  384 
thiitis  in  puerperal  sepsis, 

In  pregnancy,  171 


inertia  uteri,  117 

pelvis,  330 

imination  in  labor,  76 
erperal  sepsis,  373 
cervixfor  inducing  laboi, 


Recti  muscles,  diastasis  of,  315 
treatment,  3JS 
Webster  operation  for,  316 
Rectocele,  331 

obstruction  of  labor  by,  243 
Rectovaginal  fistulft,  338 
diagnosis,  341 

obstruction  of  labor  by,  241 
Ueatmcnt,  34J 
Rectum,  imperforate,  in  new-born, 
398 
overdiatcnded,  obstruction  of 
labor  by,  241 
Red  milk,  359 

Relaxation    of    pelvic    joints,    in 
pucrperium,  349 
uf    uterus,    postpartum    hemor- 
rhage from,  J74 
puerperal    hemorrhage    from, 
179 
Resection  of  pelvic  vdns  in  puer- 
peral sepsis,  378 
Respiration,  art!  &cial,  393.    See 

also  Arlififial  rtspiralion. 
Respiratory  system,  diseases  of,  in 

pregnancy,  176 
Retention  of  fetal  membranes,  348 

of  placenta,  143,  348 
Retractor,     perineal.     Gel  pi    self- 

retaining,  302 
Retrodisplacement  of  uterus.  314 
Retroflexion   of    pregnant   uterus, 
i6s 


diagnosis,  166 
symptoms,  165 


treatment,  167 
of  uterus,  314 
adherent,  331 
Alexander  opera tio 
Baldy  operation  in,  313 
Coffey  operation  in,  334 
diagnosis,  315 
CiUiam's  operation  in,  3*3 
Mayo's  operation  for,  333 
operative  treatment,  333 
pessary  in,  319 

after-treatment,  330 

dangers,  j3i 


3'»| 


I 
I 


I 


utenu,  Pfatmen- 
Slid  indMon  in,  313 
repeal tion  in,  jt6 
rclention  in  position,  314 
symptoiDS,  314 
treatment,  3ts 
ventrosuEpeniion  in,  313 
Rhafndes,  156 
R  Ileum;! tism   of    myametriiini    in 

prcen&ncy,  170 
Rhomboid  of  Michaelis,  Jii 
R.  O.  A.  presentation,   diagnosis, 

Robert  pelvis,  J38 
Room  for  private  house  operatioo, 
4t3 
preparation  of,  for  labor,  77 
R.  O.   P.  presentation,  diagnom, 

Rubber  bags  for  inducing  labor,  437 

gloves  for  home  operation,  417 
RuRic  of  vai^nal  wall,  14 
Rupture  of  hematoma,  hemorrhage 
from,  173 
of  sternocleidomastoid  muscle  in 

new-bom,  405 
of  umbilical  cord,  355 


Sacral    hiatus,    injection    of,    in 
labor,  80 
neuritis  in  puerperium,  350 
Socro-iliac  jomt,  injuries  in  labor, 

Sacrum,  occiput  in  hollow  oF,  forceps 


Sanger  method  of 

with  short  high  incision,  47B 

Saprcmia  in  puerperal  sepsis,  3SS 
puerperal,  367 

Scalp,  sloughs  of,  in  new-bom,  403 

Scan/oni  maneuver  in  vertex  pre- 
sentations, 114 

Scarlet  fever,  puerperal,  344 

Schntz  metranoikter,  39 

pessary  in  prolapse  of  uterus,  335 

Schultze  melliod  of  artificial  rcspi- 


Scopolan 


1  and  morphin  in  labor. 


Scrubbing    facilities     nn-M    i' 

home  operation,  41 ; 
■Segregation  of  orine  in  pregunx. 

184 
SeminaJ  Quid,  35 

late,  35 
Sepsis,  puerperal,  367 
Septa    of    vagina,    obstructian  of 

labor  by,  341 
Septic  arthritis,  puerperal,  346 

cystitis  in  puerperal  Ecpsii,  .t^ 

proctitis  in  puerperal  sepsis,  j8g 

pyelitis  in  puerperal  sepsis,  38^ 
Septicemia,  puerperal.  367 
Scrum  therapy  in  puerpin]  se|i?is 

Sei,  predetermination  of,  50,  M 
Sexual    organs,    female,    develop 

Shields  for  nipples,  35; 

care  of,  355 
Shoulder    presentation,   iiopiictcd, 

management,  141 
Show  in  labor,  71 
SigauU's  operation,  467 
Sign,  Tarmer's,  of  inevitable  abnr 

Wcgner's,  in  syphilis  of  fetus,  1 5" 
Signs  of  pregnancy,  S5>  S* 

at  full  term,  65 

Braxton  Hicks',  60 

Goodell's,  60 

Hegar's,  5S 

objective,  59 

positive,  60 

prior  to  third  m 

subjective,  S9 
Simpson's  forceps,  41 
Sims'  speculum,  iSg 
Skin,  chafing  of,  in 

diseases  of^  in  pregnancy, 
pigmentation  of,  in  pregnal 

176 
Skull  fractures  in  new-born, 
spoon-shaped  depression,  u 

bom,  400 
Sleep,  twilight,  80 
Small-pcx,  puerperal,  34s 
Smith  pessary,  318,  319 
Snuffics  in  new-bora,  409 
Somatopleura,  37 
Speculum,  bivalve,  method  of  tn- 

-    -'        ,88 
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serting,  ,88 


^ 
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Speculum,  Sims',  289 
Spermatozoa,  35 
ovum  and,  meeting  place,  35 
reception  into  uterus,  35 
Spina  bifida  in  new-born,  398 
Spinal  anesthesia  in  labor,  80 
Splanchnopleura,  37 
Split  pelvis,  240 
Spondylolisthetic  pelvis,  233 
Spoon-shaped  depression  of  skull 

in  new-bom,  400 
Spurious  pregnancy,  68 
Stem  pessary,  39 
Sterile  water  for  home  operation, 

^  417 
Sterility,  37 

associated  with  obesity,  39 
treatment,  37 

Sterilization    of   hands   for   home 
operation,  419 
of  woman,  method,  482 

Sternocleidomastoid    muscle,   rup- 
ture of,  in  new-bom,  405 

Stemopagus,  160 

Stigma,  29,  33 

StiUicidium  sanguinis  in  placenta 
previa,  263 

Stomach  in  new-born  infant,  105 

Stone    in    bladder    in  pregnancy. 

Stone's    method    of    antepartum 

fetometry,  226 
Streptococcic  infection,  puerperal, 

c*  367 

otroganov  treatment  of  eclampsia, 

203 
Stunted  nipples,  356 
Subchorial  hematoma,  155 
Subinvolution  of  uterus,  in  puer- 

pcrium,  350 
SuDmanmiary  abscess,  365 
Suburethral  abscess  in  pregnancy, 
164 

hypertrophy  of  vaginal  mucosa 
in  pregnancy,  164 
Sugar  in  urine  in  pregnancy,  177 
Superfetation,  51 
Superinvolution  of  uterus  in  puer- 

perium,  351 
Supernumerary  breasts,  353 
Sweating  in  eclampsia,  200 

profuse,  in  pueipcrium,  99 
Swinging  method  of  artificial  respi- 

ntion,  304 
33 


Sylvester  method  of  artificial  respi- 
ration, 395 
Symphyseotomy,  467 
after-care,  468 
dangers  after,  468 
extramedian,  468 
indications,  467 
technic,  467 
Symphysis,  injuries  of,  in  labor,  282 
Syncopein  labor,  258 
Syncytial  cancer,  152 
Syncytium,  41 
Synostosis  of  pelvis,  240 
Syphilis  in  new-bom,  409 
treatment,  158 
of  fetus,  15s 
infection  in,  157 
prognosis,  157 
symptoms,  156 
treatment,  157 
Wegner's  sign  in,  156 
white  pneumonia  in,  156 
of  placenta,  154 

Tabes  lactea,  358 

Tarnicr's  axis-traction  forceps,  455 
balloon  for  dilating  cervix,  439 
sign  of  inevitable  abortion,  206 

Teeth,  caries  of,  in  pregnancy,  1 70 

Tenacula,  double,   B.    C.   Hirst's, 
421 

Test,  Abderhalden,  of  pregnancy, 

Heller's,     for     albuminuria     in, 

pregnancy,  191 
placentin,  of  pregnancy,  64 
Tetanus  in  puerperal  sepsis,  390 
Tetcrelle.  355 
Theca  folliculi,  29 
Thomas  pessary,  318,  319 
Thrush  in  new-born,  407 
Thyroid  extract  in  eclampsia,  203 
Tonj5ue-tie  in  new-born,  397 
Toxemias  of  pregnancy,  1 84 
early,  185 
late,  188 
hepatic,  188 
nephritic,  188 
theories  as  to  cancer,  185 
Trachea,  rupture  of,  in  labor,  259 
Transfusion  of  blood  in  puerperal 

sepsis,  376 
Transverse  presentation,  138 


Transvcnc    pruentatlon,  diagnn- 
sis,  ijg 

frcctuency,  138 

maoage  merit,  141 

mechanisin,  140 

position,  140 

prognosis,  141 
Trophoblast,  41 

pelvis,  17  ' 
Tu1>al  abortion,  211 

gestation,  ito 

pregnancy,  210 
Tuberculosis  in  pregnancy,  176 

labor  in,  160 
Tubes,  Fallopian,  17 
Tumors    complicating   pregnancy, 

libroid,  pregnancy  and,  differen- 
tiation, 61 
of  breasts,  36s 
of  placenta,  155 
of  uterus,  fibroid,  in  pregnancy, 

in  puerperium.  146 
obstruction  of  labor  by,  14s 
of  vagina,  obstruction  of  labor  by,' 

of  vulva,  obstruction  of  labor  by, 

Twilight  sleep.  So 
Twins,  homologous,  51 
labor  in,  151.     See  also  Labor, 

Tycos  blood- pressure  apparatus, 


Typhoid  fever,  labor  in,  }6e 


diagnosis,  833 
knots,  153 
length,  1S3 
long,  »SS 
loops  of,  tS3 
prolapse,  iS3 

cesarean  section  lot,  iS* 

complete,  154 


Umbilical  coid,  prolapse,  daruCQ^. 
'S3 


degree,  is3 
etiology,  3  S3 
treatrnenl,  154 

rupture  of,  2S5 

tumors,  tss 

tjing  and  cutting,  86 
fungus  in  new-born.  409 
hemorrhage  of  ncw-birii, 
hernia,  154 

infection,  in  new-bom,  406 

Urea  estimation  in  preginancv,  i< 
in  blood  in  pregnancy,  191 
nitrogen  In  blood  in  prcgnin'  > 

Urease  test  in  pregnancy,  toj 
Ureometer,  Doremus,  101 
Ureter  catheter,  uses,  184 
Ureteral   cnthcterixalion.  In  pin: 

nancy,  183 
Ureterov  agin  ill    fistula,  dii(rncB!> 
34= 


4 


.34' 

. .,  method  of  scparalE  c 

lection  of  urine  from,  iS; 
Urethra,     lacerations    of,    hefflor 

rhage  from,  178 
Urinary  system,  diseases  of ,  in  pric 

nancy,  177 
Urine  in  pregnancy,  S3 
incontinence  of,  337 
in  pregnancy,  177 
of  new-born  infant,  104 
retention, in  puerperium. 98,  i" 
segregation  01.  in  pregnancy,  ■  • 
separate  collection,  froDi  \inu: 

sugar  in,  in  pregnancy,  17" 
Urogenital  Lrigonum,  lacentioti' 
muscle  of.  in  tabor,-" 
diagnosis,  193 
repair,  254 
Uterus,  34 
anvil-shaped,  30 
atony  of.  puerperal  bemorthip 

from,  379 
backward    displacement,   , 
peral  hemorrhage  tnun,  ■ 
NnKOt™,  linicQllis,  30 
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Uterus,  cancer  of,  puerperal  hem- 
orrhage from,  280 
congenital  anomalies,  30 
diagnosis,  31 
effect  on  labor,  30 

on  pregnancy,  30 
treatment,  31 
cordiformis,  30 
determining  size  and  position,  in 

puerperium,  102 
didelphys,  30 

diseases  of,  in  pregnancy,  165 
dbplacements,    complication    of 
labor  by,  244 
in  pregnancy,  165 
in  puerperium,  349 
double,  obstruction  of  labor  by, 

245 
duplex,  30 

excessive  force,  in  labor,  220 
fibroid  tumors,  in  pregnancy,  246 
in  puerperium,  246,  349 
obstructipn  of  labor  by,  245 
puerperal  hemorrhage  from, 
280 
hour-glass,  145 
in  pregnancy,  53 
incudiformis,  30 

inversion  of,  hemorrhage  from, 
278 
in  labor,  256 
involution  of,  94 
kneading,  in  inertia  uteri,  217 
lactation  atrophy  of,  351 
ligaments  of,  26 
lymphatics  of,  27 
muscle  of,  25 
nerves  of,  27 

overdistention  of,  labor  from,  70 
of  lower  segment,  inertia  uteri 
and,  differentiation,  216 
perforation   of,   in   induction  of 
abortion,  425 
in  puerperal  sepsis,  374 
pregnant.     See  Pregnafil  iiUrus. 
prolapse  of,  333.     See  also  Pro- 
lapse of  uterus. 
reception  of  spermatozoa  into,  35 
relaxation  of,  postpartum  hemor- 
rhage from,  274 
puerperal    hemorrhage    from, 

279 
retrodisplacement  of,  314 
retroflexion  of,  314 


Uterus,  retroversion  of,  314.     See 

also  Retroversion  of  virrvs. 
rupture,  282 

causes,  283 

complete  treatment,  286 

diagnosis,  284 

frequency,  282 

hemorrhage  from,  273 
.  incomplete,  treatment,  286 

prognosis,  285 

site,  283 

symptoms,  284 

treatment,  286 

varieties,  283 
septus,  30 
subinvolution,    in     puerperium, 

350 

subseptus,  30 

subsidence  of,  in  labor,  70 

superin  volution     of,     in     puer- 
perium, 351 

unicornis,  30 

Vagina,  24 
atresia  of,  obstruction  of  labor 

by,  242 
cancer  of,  in  pregnancy,  164 
cysts  of,  in  pregnancy,  164 
diseases  of,  in  pregnancy,  163 
hernia  of,  in  pregnancy,  164 
in  pregnancy,  53,  58 
lacerations  of,  in  labor,  295 
parasitic    infection  of,   in   preg- 
nancy, 164 
septa  of,  obstruction  of  lalx  r  by, 

243 
tumors  of,  obstruction  of  labor 

by,  242 
varices  of,  in  pregnancy,  1 64 
Vaginal  cesarean  section,  471 
in  placenta  praevia,  268 
delivery,  operative,  routine  after- 
care, 420 
preparation    of     patient    for, 
412 
examination  in  labor,  73 
in  puerf)eral  sepsis,  372 
hematoma  in  puerperium,  348 
hysterotomy,  anterior,  471 
mucosa,      suburethral      hyper- 
trophy of,  in  pregnancy,  i  ()4 
wall,    anterior,   lacerations    of, 
hemorrhage  from,  278 
in  labor,  2<j^ 
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VaginHl  wall,  posterior,  lacerutions 

V  omilmg  in  tabor,  exug&n 

of,  in  labor,  3154 

normal,  185 

Vaginilis  in  pregoancy,  163 
Valvular  heart  disease  in  labor,  159 

pernicious,  186 

reflex,  ,8s' 

Vapor  bath  in  albuminuria  of  preg- 

Voorhees' bag  (or  dilating 

nancy,  19s 

437 

Varices  of  vagina  in  pregnancy,  164 

Vulva,  J I 

of  vulvft  in  pregnancy.  161 

cancer  of,  in  pregnancy,  i 

diseases  of,  161 

Varicose  veins  in  pregnancy,  17+ 

of  vulva,  obstruction  of  labor 

by,  ui 

edema  of,  in  pregnancy,  1 

Vegetations  of  vulva  m  pregnancv, 

obstruction  of  labor  by 

ifn 

inspection  of.  in  pucrpcrii 

Veil  treatment  of  eclampsia,  loi 

lacerations  of,  in  labor,  j 

Venereal  warts  in  pregnancy,  161 
Venesection  in  eclampsia,  aoi 

tumors  of,  obstruction  ol 

V'  '4;  . 

uterus,  3IJ 

Version,  457 

obstruction  of  labor  byj 

contra-indications,457 

Vulvar  pads,  (jo 

indications,  457 

in  puerperium,  9B 

methods,  458 

Vulvovaginal  glands,  13 

podalic.  4S8 

postural,  4S8 

Walche*  positions,  133,  13 

Vertex  presentation,  115 

Warts,  venereal,  in  prcgnan 

abnormalities.  112 

Watkin<.  Freund-Werthcim 

anterior  rotation  of  occiput  in, 

tion  for  cystocele,  331 
Webster  operation  fot  diss 

delayed,  114 

recti  muscles,  311(1 

commonest  poaitioB,  113 

mechanism,  110 

posterior   rotation   of   occiput 

WeRnet'a  sign  in  syphilis  0 

156 
West's  method  of  inodifyb 

milk.  108 

Scan^oni  maneuver  in,  134 

Vesical  calculus  in  pregnancy,  17B 

Wharton's  jelly.  44 

Vesicle,  blastodermic,  36 

Vesicocervico vaginal  fistula,  34a 

fetus,  156 

Wigand's    method    of     de 

in.  340 

after-coming  head,  136 

diagnosis,  338 

treatment    in    placeita 

treatment,  340 

»68 

Vesicular  rhole,  149 

^^'inckel's  disease  in  new-bo 

Vestibule,  13 

VUli,  chorion,  41 

XiPBOPAGtTS,  160 

Vintors  in  puerperium,  9S 

j^-rays  in   diagnosis  of  prci 

VomitinR  In  labor,  70 

in  pregnancy.  55,  >8S 

corpus  luteuro  extract  in,  185 

Yellow  milk,  359 
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